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ABSTRACT 
THE BENEFITS OF BEING A SENIOR PEER COUNSELOR 
FEBRUARY 2006 
MARSHA BARI GOLDMAN, B.A., UNIVERSITY OF MASSACHUSETTS 
AMHERST 
M.S.W., SMITH COLLEGE 
Ed.D., UNIVERSITY OF MASSACHUSETTS AMHERST 
Directed by: Professor Jeffrey W. Eiseman 
The purpose of this study was to investigate the benefits of being a Senior Peer 
Counselor, using both questionnaires and interviews. Thirty-six urban/suburban dwelling 
Senior Peer Counselors were queried about their life satisfaction before and after 
becoming Senior Peer Counselors. They were compared to a group of thirty-six active 
seniors living in a rural/suburban community. The increase in senior counselors’ level of 
life satisfaction was statistically significant, however the difference between their final 
level and that of comparison group members was not statistically significant. 
Three directors of Senior Peer Counseling programs were interviewed about their 
perceptions of the benefits of being a Senior Peer Counselor. Two main themes emerged 
from these interviews. The directors felt that group support had a positive affect on well¬ 
being, specifically, training and supervision, and that being a trained peer counselor had a 
positive affect on personal development. Recommendations are proposed for the 
development of Senior Peer Counseling programs that would train and utilize volunteer 
Senior Peer Counselors to have therapeutic relationships with their senior clients, thereby 
benefiting both. 
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CHAPTER 1 
INTRODUCTION 
THE BENEFITS OF BEING A SENIOR PEER COUNSELOR 
The Problem in Context 
At, this, the beginning of the twenty-first century, our population demographics 
are shifting as never before in the history of the United States. Greater longevity has made 
older citizens one of the fastest growing segments of the American public (Ebersole, 2001; 
Cassell, 2001; Friedan, 1993, Galambos, 1999; Hazard & Regenstreif, 2001; Hilleras & 
Jorm, 2001; Kahn & Rowe, 1998, Valliant, 2002). Just within the last century, the 
average life expectancy went from forty-seven years in 1900 to about seventy-six years in 
1998 (Kahn & Rowe, 1998). This increase in longevity was due to several factors: a 
decrease in infectious diseases due to immunizations, modernized sanitation, clean water, 
and a predictable food supply; prenatal and perinatal care were vastly improved; modem 
medicine became more accessible and better able to care for people in acute and chronic 
circumstances, and people educated themselves about preserving their own health and 
longevity. 
This longer-lived population will only continue to grow larger and live longer in 
this new century. If we add the number of baby boomers who will age in the 2000’s, then 
the statistics become record-breaking. “Within this escalating percentage of older 
citizens...there will also be a progressive increase in average age...the growth of the 
‘oldest-old’ (those over 85 years), whose numbers are projected to rise...to 18.9 million 
by 2050” (Hazard & Regenstreif, 2001, p. 507). In real terms, this means that the older 
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population will outnumber the babies being bom as well as those individuals in the paid 
work force. This single demographic cannot be underestimated as one of the pivotal 
changes in American society. As Hazard and Regenstreif tell us, “Coupled with the 
predicted continued decrease in birth rates...an unprecedented bulge of aging baby 
boomers will come to dominate all aspects of American life over the next 50 years” (p. 
507). 
As a group, older citizens are increasingly having to cope with issues such as loss 
of previous functioning, loneliness, illness, grieving, and, of course, death and dying. 
(Pearlin & Skaff, 1996). Some or all of these issues are an unavoidable part of the aging 
process... “in the new century, age is and will be the most powerful correlate of disease, 
disability and reduced function” (Hazard & Regenstreif, 2001, p. 507). While people are 
living healthier, longer lives, they often present in late life with multiple health problems 
that are chronic, e.g., congestive heart failure, diabetes, high blood pressure, coronary 
artery disease, deficient kidney function, osteoporosis. Even as our country is in need of 
trained physicians for an aging population, geriatrics and gerontology continue to be one 
of the least funded, studied, and staffed sub-specialties in medicine. “Few practicing 
internists have had explicit geriatric education or training. Indeed, the number of 
geriatricians decreases each year...” (Hazard & Regenstreif, 2001, p. 509). 
This situation doesn’t appear to be getting any better. In 2002, President Bush 
proposed a budget that included a 61% reduction in funding for health profession 
programs (Cavalieri,2001). Most significantly, this plan would eradicate existing geriatric 
education centers (GECs) that provide training to faculty and practitioners of gerontology 
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and geriatrics across the U.S., including medicine, nursing, dentistry, social work, 
pharmacy, etc. “At a time when the effectiveness of the GECs has been demonstrated, 
coupled with the documented need for more training of practitioners to meet the 
healthcare needs of the nation’s skyrocketing geriatric population, the wisdom of the plan 
to eliminate the GEC funding hardly seems rational” (Cavalieri, 2001, p. 271). As the 
nation turns its attention to issues of terrorism, weapons of mass destruction, homeland 
security, and as the military budget consumes most of our resources, there may be little 
room left to recoup the small amount of funding for GECs. 
It then becomes imperative that we look to other avenues, such as community- 
based services, in order to address seniors’ unique needs (Galambos, 1999). Not only can 
we avert an overload on our medical establishment with the use of less formal modalities 
but we can contribute to the changing nature of geriatric care. As mentioned before, many 
older people’s physical diseases are chronic and not able to be remedied, as such. Some of 
what seniors experience is purely psychological and will respond well to group support 
or one-on-one counseling. And much of senior citizen’s conditions are a combination of 
physical and psychological. It has been shown, however, that the physical is influenced 
by the psychological and the psychological is influenced by the physical (Friedan, 1993, 
Kahn & Rowe, 1998, Valliant, 2002). Our medical system is primarily set up for acute 
care and curative treatment (Nuland, 1995) so our seniors must look elsewhere to address 
all of what it means to be aging in our society. 
One existing approach is called, “Senior Peer Counseling” (Garcia et al., 1997, 
Kirckpatrick & Patchner, 1987). This is an avenue whereby seniors or family members or 
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friends can make a referral to a local Senior Peer Counseling Group. A Senior Peer 
Counselor will then be assigned to visit the senior client in their home or nursing facility 
or hospital, in order to form a counseling relationship. Through weekly contact, the 
counselor and client explore issues such as loneliness, loss of friends and family, isolation, 
loss of functioning, grieving, relocation, illness and disease, and death and dying. The 
physical, emotional, and even spiritual aspects of the senior client’s particular situation 
can be addressed. While the focus is on gaining a better understanding of themselves and 
helping them adjust to their circumstances, services to the clients may also involve 
contact with community organizations, community services, or a referral for 
psychological and medical assessment. 
Statement of the Problem 
i 
“...when people’s eyes slide over me and look away because they see an 
aging woman with whom they think they can’t relate, then I want to yell 
at them, ‘Hey! I’m an interesting person and we could share things...’” 
[Friedan, 1993, p. 67]. 
Most people would sooner ignore elders than engage in conversation, friendship, 
or inquiry. We don’t want to know where we’re headed. We think old age is about decline, 
deterioration, and disease because that is what the predominant ideology would have us 
believe (Friedan, 1993, Fry, 2000, Nilsson et al, 2000, Rowe & Kahn, 1998, Thompson, 
1998, Valliant, 2002). Since the mid-1980’s, gerontologists have been focused on the 
negative aspects of aging, practically to the exclusion of all else. Much of the existing 
research has been done on physically and emotionally feeble institutionalized elders, who 
exemplify and support the pessimistic images. Part of this arises from the profession’s 
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own discomfort of aging and part of it arises from the need to make a case for state and 
national funding. The more acute the problem, the greater the funding, and, the more acute 
the problem, the easier it is to keep it at a distance and see it as “other” (Friedan, 1993, 
Rowe & Kahn, 1998, Valliant, 2002). 
In our modem American society, there seems to be little room to age gracefully. 
The media messages imply that the best kind of growing older is not to grow older at all. 
Billions are spent each year on plastic surgery and cosmetics to hide the look of aging. 
Our advertising focuses on elders who appear young, active, and full of energy - those 
who can successfully mimic the qualities of youth (Friedan, 1993). When so much effort 
is expended to stave off the face of aging, there is little left over to explore the real 
changes, strengths, and development that can occur in this stage of life. When elders, 
themselves, accept the cultural myths and prescribed limitations of growing older and 
they act accordingly, this is called “internalized oppression” or “internalized ageism” 
(Thompson, 1998). Internalized ageism has elders believing they are of little value to 
society, that they are to be quiet, invisible, and subservient (Ibid, 1998): “Almost nothing 
is expected of the elderly. The spoken advice from youth to age is ‘take it easy,’ which 
means do nothing, or amuse yourself. The unspoken message is ‘find your own way and 
keep out of ours”’ (Rowe & Kahn, 1998, p. 51). 
The pressure to be something they’re not - young and energetic, old and decrepit, 
senile and doddering - can contribute to the stress that elders feel: “denial of our adult 
personhood and the years of risk, pain, joy, and learning that got us there, a denigration of 
our grown-up selves” (Friedan, p. 58). This may cause depression in some and suicidal 
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action in others. The suicide rate for white men is highest in those over age sixty-five. 
Elders seldom get treatment for depression because it is seen as a common effect of aging 
(Zylstra & Steitz, 1999). Misdiagnoses occur that use “dementia” as a catch-all, and 
elders end up in institutions when underlying physical, mental, and emotional problems 
could be addressed and treated in the community (Friedan, 1993, Zylstra & Steitz, 1999). 
Many elders are hesitant to seek medical advice when they don’t feel well, due to 
resignation or impropriety: “My head’s singing and buzzing...you can’t be the same 
woman...I don’t think it will be any good seeing a doctor about it...they’ll say, isn’t she 
quite right in the head, seeing a doctor when she’s that old” (Nillson et al., 2000, p. 45). 
Whereas many Eastern cultures venerate their elders as carriers of history, 
wisdom, and strength, the West defines aging as a malady (Friedan, 1993, Rowe & Kahn, 
1998, Valliant, 2002). Moreover, America’s esteem for commerce, productivity, and 
efficiency leaves no place at the table for those who are perceived as a burden on society. 
In this circumstance, elders are truly “between a rock and a hard place.” Encouraged to 
leave the work place and make room for those younger, their significant work as 
volunteers and the caretaking they provide to family and friends are ignored. They don’t 
show up on the Gross National Product and, thus, they aren’t viewed as contributors to 
society (Rowe and Kahn, 1998, p.169). In fact, elders are a valuable resource although 
underutilized at this point in time. Senior Peer Counseling could provide an opportunity 
for seniors to learn valuable skills while employing their life experience, with the dual 
benefit of contributing to their own population’s needs. 
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Significance of the Problem 
As the senior population swells to include the baby boomers, there will be an enormous 
amount of individuals in need of receiving services and support for the vicissitudes of the 
agingprocess. The interesting circumstance with Senior Peer Counseling is that the Senior 
Counselors are themselves experiencing similar challenges and life issues as are their 
clients. They may have an ill spouse or a dying friend, they may themselves be losing 
previous physical functioning or manifest a chronic illness. Certainly they endure the 
physical aches, the emotional sorrow, and the slowing-down process of growing older. 
However, does the work of being a peer counselor in a context of training, on-going 
supervision, and peer feedback in a group setting help the counselors in their own lives? 
Do they feel better about themselves and their lives as a result of this experience? 
This research aims to address these questions by studying four groups of Senior 
Peer Counselors in Southern California and comparing them with senior citizens living 
active lives in their community in Washington State on the Olympic Peninsula. It 
attempts to answer the question, “Is being a senior peer counselor associated with life 
satisfaction?” Furthermore, when compared with other seniors living in a community, do 
the senior peer counselors experience still greater life satisfaction? 
If it is shown through this study that seniors who counsel other seniors do, 
indeed, experience greater life satisfaction, then those seniors who are looking for a 
meaningful, life-affirming volunteer activity can look to participate in Senior Peer 
Counseling Programs. Secondly, Senior Peer Counseling Programs will have the potential 
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to provide a double benefit to the counselors and the clients, the latter of whom receive 
social affiliation, psychological support, assistance with problem solving, and 
compassionate listening. Families that are strained by the challenge of caring for elders can 
look to some relief and support close to home, their senior loved ones can connect with a 
peer who understands the concerns, the stresses, the history and events that shaped their 
generation, while senior counselors, themselves, engage in fulfilling volunteer work. 
Furthermore, the success of these programs could have value for local 
communities. For example, healthcare providers, clinicians in the field of psychology, and 
social service agencies could make appropriate referrals to these programs, both for 
patients well-suited to be counselors and for patients and families who can use a 
community-based intervention that is accessible and affordable. Finally, policy makers 
can look towards funding free-standing Senior Peer Counseling Centers or Senior Peer 
Counseling Programs affiliated with pre-existing institutions, with the dual goals of 
reducing the financial and staffing burdens on traditional care providers and keeping the 
senior population independent, healthy, and satisfied for as long as possible. 
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CHAPTER 2 
REVIEW OF THE LITERATURE 
In order to put the research in context, this chapter begins by looking at adult 
behavior and development beyond middle age, with an emphasis on the recent land¬ 
breaking study of George Valliant. The subject of positive aging in our society is 
addressed in the middle part of the chapter, and the concluding section carries on the 
themes of adult development and productive aging through studies on volunteerism. 
How Others Have Addressed the Problem 
Perspectives on Adult Development 
“Without the young there can be no progress; without the old there can be no 
future” [Valliant, 2002, p. 57]. 
In 1961, sociologists Cumming and Henry (1961) wrote about what they termed, 
“disengagement” theory. It presented a picture of old age as a normal and adaptive 
withdrawing from the roles and social involvement that characterized middle age. The 
reason for the retreat from usual life was explained as a universal and necessary “moving 
over” to make room for the more competent next generation, while using the remaining 
years to prepare for eventual death. The data that Cumming and Henry cite to support 
their theory shows a decrease in social ties, social interactions, and emotional investment 
in old age. They argued that it served both the elderly and society. Maddox (1964) 
criticized the theory because it cast the aging individual as a passive victim in service to 
society’s needs. Hochschild (1975) reviewed the data and found a flaw in the number of 
elderly who adhered to the social dictate to withdraw. However, Cumming and Henry 
(1961) addressed this discrepancy by explaining that these older people who remained 
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engaged were unsuccessful in their adjustment to old age or they belonged to an elite 
group that differs biologically and psychologically from the norm. Disengagement theory 
was the first formal sociological theory that attempted to explain the process of growing 
older. It encouraged lively debate on opposing theories and opened up a dialogue that 
encompassed the aging process in its entirety. Certain elements of the perspective - 
especially society's role in excluding the elderly from valued social roles - have been 
examined and updated to have relevance to more recent inquiries (Passuth & Bengtson, 
1988). 
By contrast, activity theory (Cavan, 1962) posits that the more active that elderly 
persons are, the happier they feel about their lives. It assumes that old age comes with a 
loss of social roles (e.g., wage earner, spouse, professional, athlete) and that elders’ self- 
concept is associated with the roles they have in society. According to activity theory, 
elders must substitute new roles for those they have lost in order to feel positive about 
their identity. Thus, an increase in activity with newly acquired roles results in personal 
well-being in late life (Ibid, 1962). Passuth and Bengtson (1988) write that many 
programs and interventions for those who are aging have been instituted on the 
assumption of activity theory - that social activity on its own is beneficial and results in 
an optimistic outlook. They critique the theory because it presupposes that older people 
need and want as much social activity as they had, or might have had, in their younger 
years. Furthermore, they state that it does not address the importance or value of specific 
beneficial activities for elders, whether the activity is organized formally or informally, or 
whether it is solitary or includes others of one’s own generation, all of which have a 
bearing on well-being. 
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Erik Erikson is one of the most well known psychological theorists of the life 
cycle (1959). His writing also took into account the social environment, as he called his 
theory, “stages of psychosocial development.” His later stages encompassed many years 
of life and involved the successful accomplishment or failure of psychosocial endeavors. 
For example, his “Young Adulthood” stage spanned twenty-one years, ages 19 through 
40, during which time the main task was one of achieving intimacy or risking isolation. 
His “Middle Adulthood” included ages 40 through 65 with the main task being one of 
creating a living legacy by nurturing children and/or helping the next generation, which 
he termed, “generativity.” Failure to successfully pass through this stage would result in 
stagnation. Finally, “Late Adulthood”, ages 65 to death, was a time to reflect upon and 
accept the experience of one’s life with integrity or face despondency. His last writing, 
with his wife, Joan, revisited older age and focused on the need for the very old to remain 
involved in the here-and-now (Erikson & Erikson, 1987). By contrast, according to the 
life structure theory of Yale psychologist Daniel Levinson (1986), development was 
organized primarily around work and family and was considered to be complete at 
around age 50. He did his research by interviewing forty adult males and then, later, 
forty-five adult females (1997), from which he extrapolated four cycles - pre-adulthood, 
early adulthood, middle adulthood, and later adulthood. Within his schema, the late 
adulthood stage of life is framed as a time to reflect and enjoy (Levinson, 1986). 
Contemporary research and thinking addresses aging as a particular stage of adult 
development worthy of focused attention - a very different approach than we have seen 
here-to-fore. This stage of life is conceptualized as including certain strengths, vitality, 
creativity, adaptability, intelligence, and productivity, all aspects of positive aging. It also 
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involves particular challenges, health issues, and some predictable decline. Encompassing 
both activity and disengagement theories, it recognizes that aging individuals will seek a 
balance of turning inward and outward. Within this theoretical framework, aging involves 
all of what it means to be fully human in a changing landscape. This newer body of 
investigation focuses on older age as a stage of life that includes the following: life 
transitions, new growth, developmental tasks, ego strengths, and age-specific stressors 
(Ebersole, 2001, Cassell, 2001, Friedan, 1993, Fry, 2000, Galambos & Rosen, 1999, 
Glover, 1998, Hazard & Regenstreif, 2001, Hilleras et al., 2001, Kahn & Rowe, 1998, 
Linn, Schulz & Heckhausen, 1999, Thompson, 1998, Valliant, 2002). 
George Valliant spent the good part of his middle and older age researching adult 
development. He published a book in 2002 called Aging Well that was the result of the 
“Study of Adult Development at Harvard University.” This was a longitudinal study in 
which three groups of 814 individuals were followed for over fifty years, beginning when 
they were teenagers. This study is notable for being the longest study of aging in the U.S., 
and for focusing on the lives of men and women who were well, overall, both 
emotionally and physically. This was in contrast to concentrating on emotional and 
physical pathology, on which most prior research is based. The three groups under 
investigation consisted of a privileged Harvard University cohort of 268 graduates, a 
disadvantaged blue collar or working class Inner City group of 456 men, and a third 
group of 90 intellectually gifted women from the Terman study at Stanford University. 
The subjects and their family members were interviewed and given survey questionnaires 
over a period of fifty years. The results were compared within groups and between 
groups. 
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Below are some of the lessons Valliant gleaned from his years of study. His 
developmental conclusions are presented first, as six adult life tasks. It is a 
comprehensive schema of adult development that has practical application to elders 
today. Valliant emphasizes that these life tasks or stages are not static or pedantic but are 
fluid, dynamic, and dialectical in nature. The tasks may occur out of order or overlapping, 
or stages may be left out altogether. “Adult development is neither a footrace nor a moral 
imperative. It is a road map to help us make sense of where we are. ..it also contributes to 
our ‘wholeness’ from which our word ‘health’ is derived” (p. 50). 
Identity: The establishment of this developmental task marks the beginning of 
adult development and must come before any subsequent tasks can be successfully 
accomplished. This isn’t to say that people don’t accomplish this at different ages, and 
some not at all, but it is the foundation from which all other tasks proceed. Identity is a 
very simple yet profound concept of “knowing who you are.” It is a sense of “knowing 
where one’s family values end and one’s own values begin” (p. 46). Characteristics of 
this task include: freedom of beliefs, physical separation, economic independence, and 
social autonomy from the family within which one was raised. The research found that 
“Study members who failed to reach Identity, even by age 50...were not able to commit 
themselves either to gratifying work or to sustained intimate friendship” (p. 46). 
Intimacy: This is a task that doesn’t come easily to the newly formed, sovereign 
ego. There can be false starts and bruises along the way. Valliant describes it as “living 
with another person in an interdependent, reciprocal, committed, and contented fashion 
for a decade or more.” (p. 46). He expands the traditional form of marital or heterosexual 
intimacy to include long-term committed roommates or friends as well as homosexual 
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relationships. Once it is firmly established, the capacity for intimacy is permanent and 
can lead to Career Consolidation. 
Career Consolidation: In this stage, the individual moves from a solipsistic 
identity to embrace a social identity in the arena of work. In a career, one must 
necessarily interface with others and forge successful working relationships. Valliant 
outlines “four crucial developmental criteria that transform a ‘job’ or hobby into a 
‘career’: contentment, compensation, competence, and commitment” (p. 47). He includes 
husband, father, wife, and mother in this category. From the outside looking in, the 
person involved in Career Consolidation can seem self-absorbed or narcissistic. It takes 
an enormous amount of energy, perseverance, focus, and capability to build a successful 
career. Valliant argues that one must consolidate a career identity in order to acquire an 
accomplished self. This secure individuality can then be shared with the upcoming 
generation in the next stage of Generativity. 
Generativity: Generativity is characterized as a time to give something back to 
those younger than oneself; to learn the finesse of giving up control in favor of 
compassionate guidance. One may be a community builder, a coach, a mentor, or a 
consultant. It is an opportunity to put one’s talent and maturity to use helping others, 
without the pressures of having to perform, produce, and compete. Valliant stresses the 
importance of this developmental task to later-life satisfaction, “In all three Study 
cohorts, mastery of Generativity tripled the chances that the decade of the 70’s would be 
for these men and women a time of joy and not of despair” (p. 48). 
Keeper of the Meaning: This task aspires to safeguard history, culture, 
institutions, and traditions. Valliant relates, “To preserve one’s culture involves 
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developing concern for a social radius that extends beyond one’s immediate community” 
(p. 48). Elders who take on this assignment are the wise judges, the dispassionate authors, 
and the guardians of the archives. It is not the most popular stance to be a Keeper of the 
Meaning. Like an umpire at a sports event, either side can become intensely emotional 
and make an enemy of the referee. Valliant believes that those who are invested in being 
liked obviously have trouble filling this role. In addition, there are many who are simply 
having too much fun with Generativity to have the desire to want to do otherwise. 
Integrity: This stage has an interesting paradox. It embraces more of life 
experience and the wider society while becoming detached from any particular outcome. 
Put another way, it acknowledges the essence of life itself even while the body declines 
and death approaches. These seeming contradictions are achieved through a level of 
acceptance. As Erik Erikson so eloquently put it, Integrity involves the “acceptance of 
one’s one and only life cycle as something that had to be and that, by necessity, permitted 
no substitutions” (p. 49). A hallmark of this stage is wisdom, a quality born of experience 
and equanimity. This is also a time of life when a spiritual awareness may enrich insight 
and understanding. 
Intrinsic to the stages above are psychological defense mechanisms that become 
more sophisticated as maturity evolves, “throughout life we heal ourselves through 
involuntary coping mechanisms...we are able to use these mechanisms more gracefully 
at 75 than we did at 25” (p. 60). Valliant cites mature defenses as including: the ability to 
delay gratification, the sublimation of base instincts for higher purposes, the use of humor 
for coping, the practice of altruism, and an increased tolerance of paradox and ambiguity. 
He believes that the growing facility with which one adjusts to changes over the life span 
15 
is “analogous to the involuntary grace by which an oyster, coping with an irritating grain 
of sand, creates a pearl” (p. 80). An interesting finding of his study is that the ability to 
accommodate to life using mature coping mechanisms is primarily an outcome of living a 
long life: 
“The relative adaptability of our defenses is not the product of social class; 
it is not a product of IQ; and it is not a product of years of education. It has 
nothing to do with the color of our skin or our mother’s schooling. Rather, 
the ingenuity of defenses is as democratic as our sex lives and our ability 
to play pool. And it has everything to do with increasing age” [p. 80]. 
Betty Friedan writes about another aspect of positive adult development in The 
Fountain of Age (1993). She relates that as one ages, there occurs a natural “crossing 
over” between gender characteristics where once there were polar differences and 
antagonism. She cites investigator David Gutmann (1987) who wrote about later life in 
many cultures. He found that the feminine and masculine qualities evident during child 
rearing years became more integrated after parenthood had ceased. Thus, the men were 
free to develop and express their more passive, nurturing, contemplative selves. It was 
acceptable for women to become more assertive, adventurous, bold, and commanding - 
typically male characteristics. One can see in modern society how grandfathers are able 
to be nurturing and sensitive with their grandchildren in a way that they never were while 
their own children were young. Or they tend to a garden or approach a hobby with all the 
care of a doting mother. Likewise, it is apparent how some older women once freed from 
child rearing find energy, engrossment, and intellectual stimulation outside of the home, 
in activities of their own choosing. Yet, in modern society, Friedan feels it is both more 
acceptable and easier for women to find outlets to express their masculine selves than it is 
for men to find and express the feminine side of their personality. 
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Both Friedan and Valliant feel that this “crossing over” of gender qualities is not 
simply a characteristic of older age. It has developmental implications. They view the 
psychological coherence that transpires in later years to be a sign of growth in the life 
cycle that exceeds the sum of its parts: “Individuals over sixty-five who do not decline 
seem to become more integrated in their various characteristics as they get 
older... something emerges that is more than or different... The ‘integration’ of age seems 
to transcend youthful qualities; the transformation is real” (Friedan, p. 85). They cite 
interviewees who have said, “The older you get, the more you get to be like yourself’ 
(Ibid, p. 338); “I’m open somehow to receiving what’s out there. I see it more clearly, 
more sides to it. I take it all in, all in one piece” (p. 341); “I feel calmer somehow, certain 
of who I am...I enjoy what I’m doing now, in the moment” (p. 293), .Friedan believes 
that this milestone of adult development is overlooked because the measurements of 
aging are based on quantitative data - how the physical body has held up or disintegrated 
based on blood pressure, heart function, memory, etc. She writes that even those 
measurements are compared to a scale established for youth and young adults. 
The occurrence of loss can happen throughout the life cycle but it is typically 
more evident in the lives of older adults. They may experience loss of friends and family, 
loss of employment or social status, loss of function, loss of residence, and loss of 
meaning. If loss is viewed as a dynamic quality of aging then how one chooses to cope 
with this challenge can become an intrinsic part of adult development. Valliant suggests 
that the losses naturally occurring with age can be buffered by the expanded roles one 
takes on in maturing through the life cycle. “In old age there are many losses and these 
may overwhelm us if we have not continued to grow beyond ourselves” (p. 50). Linn 
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(2000) agrees by stating, “The task in life is to define oneself along the broadest possible 
base...only in this way can we endure the inescapable losses of the senior years” (p. 189). 
From this perspective, Valliant and Linn agree more closely with Cavan (1962), that 
seniors need to keep expanding their social circle in order to stave off the melancholy of 
loss. Valliant and Friedan further the work of Erikson and Levinson by continuing the 
concept of adult development into old age within a vital process that encourages personal 
growth. 
The Reality of Aging 
This section looks at some of the realities of how the body ages, how the mind 
adapts, and how elders perceive and describe their own aging. 
“Contrary to all expectations, I seem to grow happier as I grow 
older. I think that America has been sold on the theory that youth is 
marvelous but old age is a terror. On the contrary, it’s taken me 
sixty years to learn how to live reasonably well, to do my work and 
cope with my inadequacies... the realization that what I can’t beat 
I can endure” [Valliant, p. 14]. 
There is much about which to be optimistic in regard to the human brain. It is far 
more flexible, adaptive, and regenerative in older age than was previously thought. In 
fact, if no organic disease is present then elders can expect that their minds will perform 
well and continue to grow as long as they are active, engaged, and interested (Friedan, 
1993, Linn, 2000, Rowe & Kahn, 1998, Valliant, 2002). “Research has demonstrated the 
remarkable and enduring capacity of the aged brain to make new connections, absorb 
new data, and thus acquire new skills” (Rowe & Kahn, p. 20). 
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There are certain caveats, however. The aging brain does decline in its ability to 
“respond quickly, to memorize quickly, to compute quickly without error, and to draw 
rapid inferences from visual relationships - those skills peak between 20 and 30 and 
diminish significantly after 70” (Valliant, p. 238). This kind of proficiency is called “fluid 
intelligence” (Friedan, 1993, Rowe & Kahn, 1998, Valliant, 2002) and the emphasis is on 
the brisk pacing of the responses. However, when elders were tested for accuracy after 
having been trained in memorization and recall, they often outperformed their younger 
untrained competitors (Friedan, 1993, Rowe & Kahn, 1998, Valliant, 2002,) another 
testament to the enduring adaptability and aptitude of the brain. “Many people are 
amazed to learn that elderly men and women who have experienced some cognitive 
decline can, with appropriate training, improve enough to offset approximately two 
decades of memory loss” (Rowe & Kahn, 1998, p. 137). 
There is another kind of mentality that has been shown to increase with age called 
“crystallized intelligence” (Friedan, 1993, Rowe & Kahn, 1998, Valliant, 2002). This 
manner of thinking is contextual and involves life experience, personal meaning, 
professional expertise, accrued knowledge, sound judgment, inductive reasoning, and 
retention of vocabulary. Crystallized intelligence represents a qualitative change in 
interpreting the environment - it includes moral values and it may embody wisdom. It 
calls upon higher reasoning, a form of intellect that is needed to adjust to later life. In a 
test of recollection of a fable, Friedan reported, “the elderly, but not the young, went 
beyond the text (of the fable). They related information as a whole to dimensions of real- 
world knowledge, stressing its moral and metaphorical values” (p. 107). 
19 
All four authors (Friedan, 1993, Linn, 2000, Rowe & Kahn, 1998, Valliant, 2002) 
underscore that intelligence and cognitive ability are multidimensional and that 
differences in comprehension and performance are the norm for elders, as are differences 
in physical, psychological, and social abilities. Louis Linn (2000) emphasizes “goodness 
of fit” when writing about elders’ learning needs and functional limitations. He borrowed 
this concept from child development and it involves having realistic expectations and 
setting appropriate goals so as to create the conditions for success. Specifically, this 
would mean emphasizing patience and diligence on the part of elders and their educators 
when learning and teaching new skills. Rowe and Kahn (1998) agree and believe it is 
crucial that elders be given the following conditions for optimal learning: the opportunity 
to work at their own pace without distraction, the time to practice their new skills, and the 
privacy to avoid embarrassment around their younger, swifter colleagues. “We now know 
that the capacity to learn is life-long. The next step will be to create the conditions under 
which life-long learning can be nurtured and achieved” (p. 22). 
In observations of elders, when deterioration of the brain did appear, it usually 
signified that death was near. Even when no discernible disease was present, the brain 
would begin to degenerate and the onset of senility would mark a quick descent to death. 
This circumstance appears to be a natural part of the end of life for elders: “the view of 
gradual aging must be displaced by the concept of ‘A vigorous adult life span followed 
by a brief and precipitous senescence'" (J. F. Fries, in Friedan, 1993). These are the 
normal and modest effects of aging, as compared to dementia and Alzheimer’s, which are 
unquestionably diseases of the brain that have far reaching effects. Dementia and 
Alzheimer’s disease, “robs people of their personalities, their ability to interact with 
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others, and to function effectively” (Rowe & Kahn, p. 92.) In fact, only 10 % of adults 
over the age of 65 have some form of diagnosable dementia or Alzheimer’s disease 
(Friedan, 1993, Rowe and Kahn, 1998). 
Statistically speaking, elders are living and functioning independently. Rowe and 
Kahn point out that only 5% of those individuals over the age of 65 live in nursing 
homes. “Ninety-six percent of older people are ‘community dwelling,’ as the Census puts 
it; they live in private homes, usually on their own or with family. Among those 
community-dwelling elders, fewer than 5 percent say they need help in the basics of daily 
living, such as dressing, bathing, and eating. More than 95% take care of these things for 
themselves. Independence in these efforts means that these people are functioning 
mentally as well as physically” (p. 126). Moreover, these people are not only independent 
but productive as well (Friedan, 1993, Rowe & Kahn, 1998, Valliant, 2002). “One-third 
work for pay and one-third work as volunteers in churches, hospitals, and other 
organizations. Others provide informal, much-needed assistance to family members, 
friends, and neighbors. It would take more than three million paid caregivers, working 
full time, to provide that assistance to sick and disabled people!” (Rowe & Kahn, p. 34). 
The majority of elders have the ability and the desire to lead independent lives and to 
maintain control over their environment. 
When it comes to life satisfaction or quality of life, studies have shown that the 
elder’s subjective experience carries more weight than any objective illness, disease, or 
decreased function (Friedan, 1993, Rowe & Kahn, 1998, Valliant, 2002): “It may reflect 
a remarkably successful adaptation to disability. Despite society’s view of older persons 
as frail and in poor health, older people simply don’t share that view, even when they 
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have objective evidence of disability” (Rowe & Kahn, p. 18). Elders who enjoy good 
social and family relations, engagement in the community, and who keep their minds 
active report good health and well-being (Adams III & Jackson, 2000, Forbes, 2001, 
Freund & Smith, 1999, Lang et al., 1998, Van Willigen, 2000). They either minimize 
their health problems or fail to include it at all in their assessment of their quality of life. 
In Valliant’s long-term research with study subject Bill Graham, he was startled to find 
that despite a history of abuse and abandonment as a young boy, the death of his first 
wife from cancer, and his own illnesses (bladder cancer, kidney failure, triple bypass 
heart surgery), at age 69, “subjectively he saw himself as just barely disabled” (p. 276). 
Graham had remarried and reported that his retirement was enriched by, “theatre, helping 
others, gardening, travel, reading for the joy of it, spending time with his wife, and just 
‘being’” (p. 277). 
With regard to genetics, more recent examination shows that environment and 
lifestyle impact longevity far more than our disposition at birth (Friedan, 1993; Rowe & 
Kahn, 1998, Valliant, 2002). Such things as exercise, diet, not smoking cigarettes, 
moderate alcohol intake, keeping the mind active, and maintaining social relationships 
supersede genetics in influencing health. Rowe and Kahn (1998) found that it was never 
too late to begin any of these healthy habits in terms of their impact on increasing 
function and promoting longevity: “It’s time to dispel the false and discouraging claim 
that old age is too late for efforts to reduce risk and promote health...not only can we 
recover much lost function and decrease risk, but in some cases we can actually increase 
function beyond our prior level” (p. 23). The goal is to promote capability and 
independence so as to meet the requirements of day-to-day living. Valliant (2002) is quite 
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optimistic about the fact that mental health actually improves in later life, and physical 
detriments in mid-life, such as raised cholesterol levels, seem to have little influence on 
elders’ health. His perspective is that once the stresses of mid-life have passed then 
certain liabilities fall away as old age approaches. 
A notable amount of gerontology research has been done in the areas of control 
and mastery. All are in agreement that elders desire control over their environment and 
the decisions that affect their lives (Adams III & Jackson, 2000, Chou & Chi, 2001, 
Ensel, 1991, Forbes, 2001, Friedan, 1993, Fry, 2000, Lang et al., 1998, Morros & 
Pushkar, 1998, Pearlin, 1996, Rowe & Kahn, 1998, Valliant, 2002, Van Willigen, 2000, 
Sneed & Whitbourne, 2001). “Contrary to stereotypic notions that elderly persons are 
frail, vulnerable, and resigned to deteriorating conditions of well-being in late life, the 
results of both the qualitative and quantitative components of the study showed the 
majority of respondents as having clear demands for autonomy, control, and 
independence in making decisions, including the decision to terminate life” (Fry, p. 361). 
Furthermore, the more that elders feel they are in control, the greater their sense of 
competence and overall health. “Our findings revealed that, in both the young-old and 
old-old cohorts, Sense of Coherence (confidence to meet the demands of living) and 
mastery were stronger predictors of health status than the socio-demographic variables. 
Individuals with a strong Sense of Coherence, mastery, and self-esteem are more likely to 
redefine the meaning of a stressful situation, select realistic coping strategies, and avoid 
potentially maladaptive or unhealthy behaviors” (Forbes, p. 32). 
Looking at the issue of control, a study was done by Ellen Langer of Harvard and 
Judith Rodin of Yale with the residents at one of the best nursing homes in Connecticut 
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(Friedan, 1993). They gave one group dominion over their living circumstances: how 
they wanted their rooms arranged, how they wanted to spend their time, if they’d like to 
see a movie on a Thursday or a Friday or not at all. They were offered the choice of a 
plant to keep and take care of in their rooms. The second group was told that the staff did 
all they could to make the rooms nice and that the nurses would let them know which 
night they’re scheduled to see a movie. The residents were then given a plant that the 
nurses would water and care for. Both groups were similar in health status, at the outset. 
At their three-week review, the first group, “showed a significant improvement in 
alertness, activity, and general well-being...while the comparison group showed a 
negative change” (Ibid p. 88). The differences became more dramatic a year and a half 
later when the second group had twice as many deaths as the first - 30% compared to 
15%. Furthermore, those in the first group now showed considerably higher measures of 
psychological and physical health. The residents in command kept improving over time 
while the docile second group became more deteriorated. Langer attributed the better 
health to “mindfulness” which is the opportunity to engage the mind in aspects of one’s 
daily living. “When people feel they can exercise some control over their environment, 
they seek out new information, plan, strategize - they behave mindfully” (p. 90). 
There is a body of knowledge that points to adaptation as a frequent and healthy 
way that elders cope with the characteristic transitions of later life (Adams III & Jackson, 
2000, Chou & Chi, 2001, Freund & Smith, 1999, Friedan, 1993, Fry, 2000, Lang et al, 
1998, Morros & Pushkar, 1998, Morrow-Howell & Kinnevy, 1999, Nilsson et al., 2000, 
Pearlin, 1996, Rowe & Kahn, 1998, Scheidt et al., 1999, Stevens & van Tilberg, 2000, 
Valliant, 2002, Sneed & Whitboume, 2001). Results show that their work life and former 
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hobbies will shift to new or different areas of focus; goals will change to more short term 
or daily objectives; decreased physical ability might be transferred to mental competence 
in such activities as cross word puzzles or balancing a check book. These studies point 
out that elders seek to manage the meaning of the natural changes that accompany aging, 
rather than trying to retrieve or restore the change itself. 
Contrary to the prevailing disengagement theory (Cumming & Henry, 1961), the 
literature concurs that elders who are most successful in creating a new identity and an 
adaptive lifestyle are those who remain socially connected (Adams III & Jackson, 2000, 
Chou & Chi, 2001, Freund & Smith, 1999, Friedan, 1993, Krause, 1999, Lang et al., 
1998, Landau & Litwin, 2001, Morros, 1998, Morrow-Howell & Kinney, 1999, Pearlin, 
1996, Rowe & Kahn, 1998, Stevens and van Tilburg, 2000, Valliant, 2002, Van Willigen, 
2000, Sneed & Whitboume, 2001). Continuity theory (Morrow-Howell & Kinney, 1999) 
disputes the primacy of disengagement. Atchley (1999) maintains that continuity theory 
goes further than activity theory because it is not concerned with preserving the status 
quo: “Continuity theory is not the homeostatic equilibrium predicted by activity theory. 
Instead, continuity is conceived of more flexibly, as strong relationships between past, 
present and anticipated patterns of thought, behavior, and social arrangements” (p. 3). 
Whereas both activity theory and continuity theory agree that social relationships are 
important, Atchley further states, “most aging adults use continuity to create and maintain 
a personal system that provides direction and life satisfaction” (p. 3). 
Freund and Smith (1999) believe that social relationships provide a crucial 
emotional regulation needed in older age; Adams III and Jackson (2000) showed that, for 
aging African Americans, “increased frequency of contact with friends and family were 
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the most important contributors to high satisfaction” (p. 279); Stevens and van Tilberg 
(2000) point out that friends provide an atmosphere of safety to express generational 
values, an affirmation of identity and meaning, behavioral cues and information 
regarding old age, and support for problems and stressors. Chou and Chi (2001) found 
that “the association between stressful life events and depression appears to be moderated 
by social support” (p. 166). An important result of Krause’s (1999) study was that, “older 
adults who do not have close social ties report higher depressed affect scores than elderly 
people who are actively engaged in a supportive social network” (p. 191). Rowe and 
Kahn (1998) emphasize the association between sustained social relationships and 
improved physical function for elders. Finally, Linn (2000) makes a connection between 
aging brain physiology and the need for socializing, “The overall decline in REM activity 
in the aged make this population increasingly dependent on conscious external stimuli for 
normal brain functioning” (p. 191). This physical imperative could be the source of the 
gregarious, extroverted behavior observed in some elders, “The need to engage others in 
social intercourse is useful and may even be lifesaving” (p. 191). 
It has been pointed out that the overriding truism for elders is their dissimilarity 
(Friedan, 1993, Rowe & Kahn, 1998, Valliant, 2002). “As people grow older and age- 
related events influence their thoughts and personalities, the result is a group of people 
who can be very different from each other in both personality and levels of physical and 
intellectual functioning” (Rowe & Kahn, p. 50). As shown above, however, elders are 
social beings as well - they remain in the work place after retirement age, they take 
classes with others to exercise or further their education, they join clubs and church 
groups, or they volunteer. Volunteering, in particular, fulfills affiliation needs, provides 
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opportunities for learning, stimulates the mind, offers productive activity, and can satisfy 
altruistic desire. 
Volunteerism and Senior Peer Counseling 
Van Willigen (2000) defines volunteer work as “unpaid work on behalf of those 
with whom one has no contractual, familial, or friendship obligation” (p. 308). More and 
more Americans are taking part in volunteer work, 50% of American citizens on any 
given day, and 70% of adults at some point in their lives (Ibid, 2000). Elders make up a 
good percentage of those joining in. According to Kovacs and Black (1999), older 
persons who volunteered in the 1990’s were estimated to be between 26% - 40% as 
compared to the 1960’s and the 1970’s when the percentages averaged 10% - 20%. 
Wheeler and Gorey (1998) echo this trend by stating, “Presently one of every five people 
sixty-five years of age or older engages in some form of voluntary service” (p. 70). They 
write that this tendency toward increasing numbers among older adults will likely 
continue well into the foreseeable future as “baby-boomers” decrease their work and 
family responsibilities, and begin retirement. 
The benefits of volunteering to adult volunteers have been studied and 
investigated. Van Willigen’s (2000) inquiry into the advantages of volunteering 
compared volunteers aged 60 and over to non-volunteers in the same age-range. She 
concluded that the volunteers experienced higher levels of well-being and perceived 
health than did the non-volunteers. Her results disputed the hypothesis that older adult 
volunteers are inclined to be more satisfied and healthier at the outset. “Although 
physical limitations may restrict volunteer activity, physical and psychological well-being 
do not predict volunteering” (p. 312). Schwartz and Sendor’s (1999) study had a mean 
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age of 43 years and looked at the effect of helping others on the helper. Their subjects 
were adults with Multiple Sclerosis who provided telephone support to other Multiple 
Sclerosis patients. They found that the peer telephone supporters, “showed pronounced 
improvement on confidence, self-awareness, self-esteem, and depression” (p. 1563). 
Even though the peer supporters had the same disease as the peer recipients, a content 
analysis revealed that the supporters felt valuable to others, skilled at their work, and they 
displayed a sense of confidence about the future and their ability to speak up for their 
needs. 
Morros et al. (1998) conducted research to see if volunteering had an effect on 
ego development. They recruited a sample of 73 women and 31 men, with a mean age of 
67 years, who were divided into three groups of current volunteers, former volunteers, 
and new volunteers. All volunteers were given Loevinger’s 1985 Washington University 
Sentence Completion Test of Ego Development, then scored on nine developmental 
levels (p. 222). Loevinger ascribed the following qualities to the developing ego: more 
active, self-aware, tolerant of ambiguity, cognitively complex, objective, flexible, and 
autonomous (p. 220). The authors found that current volunteers had significantly higher 
levels of ego development than new and former volunteers. 
Volunteering provides communal support and increases the number of social roles 
for elders, which has been shown to mitigate the affects of loss (Chou & Chi, 2001, 
Kirkpatrick & Patchner, 1987, Krause, 1999, Landau & Litwin, 2001, Rowe & Kahn, 
1998, Valliant, 2002, Wheeler & Gorey, 1998, Van Willigen, 2000). Lang et al (1998) 
studied adults aged 70 to 104 and found that, in the absence of nuclear family members, 
the emotional closeness of social networks appeared to be “essential for the satisfaction 
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of socio-emotional needs” (p. 29), regardless of individual differences in personality. 
Research by Auslander and Litwin (1991) found that elderly persons had higher self- 
ratings for mental health and physical well-being if they perceived their social network as 
supportive. Stevens and van Tilburg (2000) concluded that “a complex network of 
different types of friendships is the best protection against loneliness” (p. 31). 
Volunteering can serve to fulfill the above needs and act as a lifeline to elders. 
Among the myriad volunteer activities available to seniors is Senior Peer 
Counseling - elders counseling elders. Senior peer counseling is not new. Examples 
range from stand-alone programs (Garcia, et al., 1997) to components of larger agencies 
(Kirkpatrick & Patchner, 1987). What they share in common is “based upon the idea that, 
with adequate training and supervision, an older person is capable of providing the 
rudimentary counseling necessary to help other elderly individuals in maintaining their 
ability to cope by imparting the skills needed to deal with pressures associated with 
normal living” (Ibid, p. 5). The Senior Peer Counselors’ mission differs from the friendly 
visitor or companionship programs. Their goals are to provide active listening, empathy, 
assessment and evaluation, outreach and referral, to encourage self-help and 
independence, and foster self-esteem and social competence. Senior Peer Counselors are 
trained and supervised by professionals, who track counselor’s skills and provide 
guidance and coaching regarding client issues and possible interventions (Garcia et al., 
1997, Giordano, 2000, Kirkpatrick & Patchner, 1987). 
Training is usually based on an older adult or senior peer counseling manual that 
is adapted for each agency or group, depending on their clientele and the focus of their 
program. Two manuals commonly used are, The Older Adult: A Training Manual for 
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Paraprofessionals and Beginning Counselors (Alpaugh and Haney, 1978) and Peer 
Counseling for Seniors: A Training Guide (Freeman et al., 1986). Instruction may include 
such areas as: depression and suicide, stress management, crisis intervention, problem 
solving, self-awareness, physiology and psychology of aging, grief and loss, life review, 
effective communication techniques, counseling interventions, listening skills, 
community resources, role-play using counseling techniques, and alternative lifestyles 
and sexual preferences. The training schedule typically varies from once to twice per 
week for one to three hours per class, for a range of 24 - 72 hours total. Ongoing in- 
service training and continuing education is commonly provided during group 
supervision sessions (see also Interviews with the Directors in the Results Section, 
Chapter Four). 
Garcia et al. (1997) studied whether a senior peer counseling training program 
benefited the seniors. They initially set out to examine peer counselors’ pre- and post¬ 
training levels of depression as well as peer counselors’ ratings of the training program, 
using quantitative measures for both. However, they chose to add a qualitative 
component when “during the course of the peer counselor training, program directors 
observed that the volunteer peer counselors seemed to be bonding strongly with one 
another and appeared to be experiencing personal growth, increased self-confidence, and 
other beneficial effects in magnitudes not entirely anticipated at the inception of the 
program” (p. 333). They used a standardized, open-ended interview instrument of nine 
questions, designed by the researchers, to gather information from the counselors about 
the training experience, the group environment, the initial counseling session, and the 
subject’s self-assessment in the counseling role. 
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Their quantitative findings showed that, although all subjects were in the normal 
range for depression pre-training (using the Beck Depression Inventory, 1961), the mean 
level of depressive symptoms reported after the training was exactly half of that reported 
before the training. The ratings given to the training program itself (using the Evaluation 
of Training to Date (ETD) designed by Freeman et al., 1986) were based on clarity of 
information, amount of new knowledge, usefulness of content, attitude change inspired 
by the topics, and enjoyment of the presentations. Using a Likert-type scale of one 
(worst) to seven (best), the scores given to all aspects of the program were consistently 
high, with no scores below a seven. Interview data corroborated these findings. 
In addition, the qualitative research provided a possible explanation for the 
decrease in the number of post-training depression symptoms, “the most strongly 
suggested factor was the sense of increased self-confidence or self-efficacy that the peer 
counselors attributed to the training experience” (p. 340). The interviews further revealed 
the counselors’ satisfaction with “learning new concepts, interacting with others, and the 
supportive style of the program supervisors” (p. 337). Finally, in regard to the group 
experience, “respondents overwhelmingly emphasized the general closeness of group 
members, and the respect and trust they had for group members” (p. 338). This was 
enhanced by confidentially sharing personal issues. The one area of concern for some 
respondents was the discomfort they felt over an episode of group conflict. The authors 
suggested that future training include a component on group dynamics and the positive 
role of conflict within the group setting. Another recommendation cited the need to 
“prepare counselors for emotions that may arise as clients mirror their own issues,” 
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specifically by exploring their fears and self-perceptions “regarding their own aging and 
their own future” (p.340). 
Senior counselors are chosen for their compassion, discernment, and authenticity. 
Their life experience renders them uniquely able to appreciate and empathize with the 
reality of growing older. Over time, they talk with their peers, compare experiences, and 
normalize what is transpiring in their generation. “We give each other a role model for 
being ourselves in age...we are trained, not exactly as psychologists, but to share what 
we know from life. You make it okay for the client to feel what she really feels, you show 
that you ve been through the same thing yourself...they don’t see younger, they see me” 
(Quoted in Friedan, p. 470). 
Thus, certain parameters associated with counseling the aging might come more 
naturally to senior counselors. For example, in “Effective Communication and 
Counseling with Older Adults,” Giordano (2000) asks the practitioner to view the normal 
communication changes of aging as “exchanges” instead of placing them in a negative 
category. He cites “an increase in vocabulary, enhanced storytelling ability, and greater 
warmth and sincerity (p. 317) as some of the strengths of older age that might be 
exchanged for a loss of details or a diminished ability to ignore irrelevant input. He asks 
the counselor not to use patronizing speech and excessive repetition but rather to allow 
time for the older client to retrieve information and respond. He cautions the listener to 
avoid fostering helplessness and dependency. He reminds the practitioner to offer non- 
judgmental responses, to focus on a single topic, to check information with appropriate 
feedback, and to provide a quiet environment with little distraction. Finally, Giordano 
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believes that effective communication is a process that can have therapeutic value beyond 
the actual subject matter. 
Garcia et al. (1997) believe that Senior Peer Counseling can meet the growing 
mental health needs of older adults more effectively than traditional counseling. They cite 
the following reasons: older adults talk more openly to peers than to professionals, the 
cost is affordable - a suggested donation or free-of-charge - clients may be able to use 
transportation provided by a senior center, homebound or depressed seniors can be seen 
at home, counseling can go on for as long as necessary, and peer counselors are seen as 
more credible than professionals because they share similar life circumstances. 
Furstenburg (1985) agrees that seniors prefer to discuss their problems with someone of 
their own generation. She says that older adults want to talk with someone who can relate 
to their health issues, they want an equal exchange, they view their social needs as being 
met with contemporaries, and they don’t feel they are burdening a peer. “Older 
volunteers are viewed by the client as giving a gift of themselves and are not viewed as 
being paid just to listen to them” (p. 8). 
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CHAPTER 3 
STUDY DESIGN 
This chapter is organized into four sections. The first section addresses the 
researcher’s stance. The second section explains the sampling. The third section 
addresses the Life Satisfaction Survey, and the fourth section describes the interviews. 
Statement of Researcher’s Stance 
I personally believe it is effective to both the recipient and the provider to be 
involved in Senior Peer Counseling. As a vehicle for coping and changing, I consider 
individual sharing with a trained listener to be productive. Furthermore, I co-led a Senior 
Peer Counseling Group for 1 1/2 years, prior to the onset of this research, where I 
witnessed the personal growth of the Senior Counselors as well as their developing sense 
of mastery. Through the supervision group, I was also able to track the benefits to the 
recipients. 
By way of background, my former study of death and dying led me to present my 
paper to a group of Senior Peer Counselors. I was invited by the director of the group, 
who felt it was important that the counselors revisit the topic, post-training, in light of 
their work with elderly clients. The presentation met with mixed reviews due to some 
seniors’ discomfort regarding the subject matter. However, through this experience I got 
to meet some remarkable seniors who weren’t afraid to question and challenge me as 
presenter, and express apprehension, wisdom, and vulnerability regarding the topic. In 
addition, my personal history includes a close, loving relationship with my grandmother 
that colors my positive feeling towards elders. 
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Sampling Decisions 
The study included three samples: Senior Peer Counselors, comparison seniors, 
and directors of Senior Peer Counseling Programs. The sampling section below addresses 
the following: the nature of the samples and the criteria for composing them, informed 
consent and confidentiality, the procedures for assembling the sample, and the 
demographics of the sample. 
The Nature and Criteria for the Samples 
The Senior Peer Counselor sample was made up of thirty-six subjects. It included 
Senior Peer Counselors who volunteered in Southern California, in the towns of Santa 
Barbara, Ventura, Glendale, and Camarillo. 
This group of Senior Peer Counselors was compared to a sample of thirty-six 
senior citizens living in the communities of Port Townsend and Chimacum, on the 
Olympic Peninsula of Washington State. The senior peer counselors sample and the 
comparison seniors sample were drawn from different cities because right after 
administering the survey to the senior peer counselors, I moved to Washington. There 
were no local Senior Peer Counseling groups to which the comparison group could have 
belonged; they had never been trained as senior peer counselors nor participated in a 
counselor role with others. 
I used Senior Centers as a recruitment venue for the comparison seniors to 
guarantee that they were mobile, socially involved members of their community, as were 
the Senior Peer Counselors. They were also able to think about the surveys and fill out 
the demographic questionnaires independently. Thus, I attempted to match certain 
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baseline characteristics for the counselor sample and the non-counselor comparison 
sample. 
For the purpose of this study, all Senior Citizens were required to be only 55 
years old or older; this was because an individual may become a Senior Peer Counselor at 
the age of 55.1 asked all of the seniors if they were 55 years old or older before allowing 
them to participate and the demographic survey required them to fill in their age, as well. 
There was no upper age limit for the subjects. 
In addition, three out of four of the Senior Peer Counseling Program Directors 
were interviewed for their insights and comments regarding the counselors and the 
counseling programs; the fourth declined to be interviewed. These directors ran the Senior 
Peer Counseling Programs, trained and supervised the counselors, and matched the 
counselors with client referrals. 
Informed Consent and Confidentiality 
All senior peer counselors and comparison seniors were given confidentiality and 
informed consent forms to sign before we started (see appendix). I explained that there 
would be no names or identifying information with the surveys or demographic 
information. They were told that they could withdraw at any time. 
All of the Director participants gave their permission orally for me to ask the 
interview questions as well as to use their full names and the city location of their Senior 
Peer Counseling Programs. The clinical Directors interviewed included: Dr. Beverly 
Schydlowsky, Dr. Marsha McKoen, and Dr. Myrna Samuels. 
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Procedures for Assembling the Sample 
I asked the directors of the four senior peer counseling groups to ask their 
counselors’ permission to set aside some time during their regular meetings in order to 
take a printed 20 question Life Satisfaction Index Survey and fill out a separate brief 
demographic questionnaire. The directors all agreed and I arrived at the beginning of the 
designated meetings in the above four Southern California cities, with the documents. 
Only one of the counselors declined to participate in the study. Another Peer Counselor 
had difficulty filling out her questionnaire due to poor eyesight; I took her into another 
room where I read the information to her and recorded her answers. The other Senior Peer 
Counselors sat in their usual meeting rooms and were asked to fill out the surveys in 
silence, where the director served as monitor. After the information was collected, the 
participants were encouraged to ask questions about the research and discuss among 
themselves their reaction to the survey, the research, and the experience of being peer 
counselors. 
In order to acquire the comparison sample, I went to two Senior Centers. I went 
to both Centers for two days each to ensure enough subject participation. At the Port 
Townsend Senior Center, I set up a table before the evening meal. On the table, I placed a 
large sign asking if the seniors would take the time to participate in a graduate research 
project through a written survey and a demographic questionnaire. All participants were 
instructed to remain silent as they filled out the materials and I directed them to tables 
away from the main eating area, where I could observe them. At the Chimacum Senior 
Citizen Center, I set up a table with my materials, in the foyer, during a day when there 
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were classes and meetings as well as an evening meal. As the seniors entered the building, 
they read my sign, chatted with me, and decided if they wanted to participate. They were 
also instructed to remain silent and I directed them to an adjacent room that I was able to 
monitor. 
Demographics of the Sample 
The group of thirty-six Senior Peer Counselors ranged in age from 59 to 89, with 
an average age of 71.6 years. The senior comparison group ranged in age from 55 to 87. 
The average age was 71.5 years. (See Table 3.1 below). 
Table 3.1: Age Range and Average Age of Participants 
Senior Peer Counselors Comparison Seniors 
Age Range 59-89 55-87 
Average Age 71.6 71.5 
As displayed in Figure 3.1 below, there is a slightly higher percentage (72% versus 
64%) of females in the counselor group than in the comparison group. This data 
represents the responses of those who chose to answer the question regarding gender. 
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75 
Senior Peer Counselors Comparison Seniors 
Figure 3.1: Females by Group 
As Figure 3.2 shows, the Senior Peer Counselors and the Comparison group are 
highly similar with respect to current marital status. 
39 
ID Senior Peer Counselors ■Comparison Seniors 
Married or Living Widowed Divorced Single, Never 
with Significant Married 
Other 
Figure 3.2: Current Marital Status by Group 
As Figure 3.3 shows, of those who responded to the question about income, 
compared to the Comparison seniors, the proportion of Peer Counselors at the lowest 
segment of the salary range was substantially lower (50% versus 87.5%) while the 
corresponding proportion at the highest segment was substantially higher (14% versus 
0%). 
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■ Up to $50,000 CD Above $100,000 
Figure 3.3: Income by Group 
Of those who responded to the question about having had former professions, 
89% of the Senior Peer Counselor participants had former professions as compared to 
twenty-six or 72% of the Comparison Seniors. (See Figure 3.4 below). 
100 -i 
Senior Peer Counselor Comparison Seniors 
Figure 3.4: Proportions with Former Professions by Group 
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Although they were similar, a higher proportion of the Comparison Seniors both 
had been volunteers in the past and were, when interviewed, involved in other volunteer 
work. (SeeFigure 3.5 below). 
■ Past Volunteer Work D Current Other Volunteer Work 
85 
Senior Peer Counselors Comparison Seniors 
Figure 3.5 Proportions with Past and 
Current Other Volunteer Work by Group 
Life Satisfaction Survey 
The Life Satisfaction Index (contained in the appendix) was used as a survey 
instrument to assess the impact of the peer counseling program. It is a self-report measure 
consisting of 20 items, designed by Neugarten, Havighurst, and Tobin (1961). This 
survey was chosen for the study because it was developed to determine the older aged 
individual’s internal evaluation of well-being. 
The Life Satisfaction Index was created as an alternative to surveys of the time 
that measured well-being based on middle-aged standards of outward activity or social 
involvement (activity theory), as well as studies of contentment based on personal 
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interviews that might reflect investigator bias or value judgments (Ibid, 1961). Research 
on the Life Satisfaction Index suggests that the instrument is adequate for determining life 
satisfaction in older aged individuals, both in rural and urban settings (Adams, 1969). The 
Adams study was significant to this research in that the California group of counselors 
were situated in a more urban/suburban setting while the Washington seniors lived in a 
more rural/suburban milieu. 
The original Life Satisfaction Index survey used three rating scale options: “agree,” 
“disagree,” and “? (not sure)”. The present study recoded the scale to a rating of one 
through four whereby one represents “Strongly Disagree” and four represents “Strongly 
Agree”. A rating of two or three depicts an in-between measure of disagree or agree. This 
scale was used in order to permit more subtle nuances in responses. Some of the 
questions on the survey were phrased in the positive and some were phrased in the 
negative. For example, a positively phrased question on the survey stated, “These are the 
best years of my life”, and a negatively phrased question stated, “When I think back over 
my life, I didn’t get most of the important things I wanted”. When scored, the negative 
questions were color coded and reoriented so that all questions scored in a positive 
continuum, numerically, one through four, with one being the least positive and four being 
the most positive. This way the results would be equally correlated and the number 
values could be tabulated for analysis. 
The 36 California Senior Peer Counselors were asked to answer the survey twice: 
first, retrospectively, how they felt about their lives “before” they became Senior Peer 
Counselors, and then, secondly, how they feel about their lives today, “after” having been 
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a Senior Peer Counselor, for however long they participated. The comparison seniors 
from the community answered only once—how they felt in the present time. Thus there 
were three groups of scores: (1) the “before” responses of the California Senior Peer 
Counselors, (2) the after responses of the California Senior Peer Counselors, and (3) 
those of the comparison seniors. 
Each individual subject was assigned a number to ensure anonymity. Multiple t 
tests were used to analyze differences between the three groups. In addition, a Factor 
Analysis was done to understand more about what the Life Satisfaction Index Survey was 
measuring. 
Phone Interviews 
During the course of analyzing the Senior Peer Counselor survey scores, I noticed 
that a positive change in life satisfaction did not correlate with years of experience. This 
was in some ways counterintuitive if the assumption is made that extended years of 
practice bring increased competence and self-assurance, which could be key elements of a 
higher score. In an effort to construe what else about being a peer counselor might have 
contributed to a positive score I interviewed the directors of three of the California Senior 
Peer Counseling Groups. 
The Garcia et al. (1997) study, “A Senior Peer Counseling Program: Evaluation of 
Training and Benefits to Counselors”, served as a model of using both quantitative and 
qualitative methods to explain a particular outcome. The directors were included in the 
qualitative research for their objective observations of the counselor’s training experience 
44 
and the group experience. In addition, questions of program inception, duration, funding, 
etc., were asked to inform future research and recommendations. 
Three clinical directors of the California Senior Peer Counseling groups were 
interviewed by phone. The interview followed a standardized, open-ended interview 
protocol that I developed. It included nine questions with some questions having follow¬ 
up probes. (See the appendix for full enumeration of the questions). The first three 
interview questions focused on the directors’ perceptions, thoughts, and feelings about 
the counselors in their programs. These questions were asked of the directors to explore if 
and from where benefits accrued— from the training, from the supervision group, or from 
the experience derived from being a peer counselor. The first question asked whether or 
not the directors perceived the training program as having benefits for the counselors. The 
second question inquired about the directors’ perception of the advantages of group 
supervision, and the third question asked the directors if they felt that being a senior peer 
counselor provided benefits to the seniors who participated. 
Questions four through eight were informational inquiries regarding program 
funding and location, clients, counselor training, director requirements, and 
recommendations. These questions were asked in order to help me think about future 
programming and policy recommendations. Question four asked the directors in what 
year they founded their group, where they get their funding, where the program is housed, 
if they charge their clients for counseling, and how they market their services. Specifics of 
the training programs were explored in question five, including what manual was used, the 
frequency and length of the training session, and if a commitment was required of the 
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counselors, post-training. Question six asked about the background of the directors and 
what qualifications someone should possess to lead Senior Peer Counseling programs. 
Question seven asked about the benefits of their supplementary services other than their 
one-to-one counseling program. Question eight queried the directors about their perceived 
need for Senior Peer Counseling services in the future. Question nine asked the counselors 
what recommendations they have for other Senior Peer Counseling programs. 
The interviews were conducted during one phone call each that lasted between 45 
minutes to 1 1/2 hours, depending on the communication manner of each director. I took 
copious notes of the interviews that I then transcribed onto note cards. The note cards 
were color coded according to subject matter and classified by themes (Patton, 1990). 
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CHAPTER 4 
RESULTS 
This chapter will first look at the results from the Life Satisfaction Index. Next 
will be the outcome of the factor analysis, and, finally, the answers to the interviews with 
the directors will be detailed. 
Life Satisfaction Survey 
Table 4.1 shows the average score on a four point scale for the Peer Counselors 
retrospective rating prior to their receiving training, for the peer counselors after they 
had accumulated counseling experience, and for the comparison seniors. 
Table 4.1: Summary Statistics of Life Satisfaction Survey Scores 
Measure Counselors 
“Before” 
Counselors 
“After” 
Comparison Seniors 
Mean 2.91 3.12 2.97 
Standard Deviation .35 .33 .51 
The mean of the counselor “after” scores is larger than that of the counselor “before” 
scores and that of the comparison senior scores. This suggests checking further for 
significant differences. 
A display of the box and whisker plots below (Figure 1), in regard to Life 
Satisfaction Scores, also suggests checking further for significant differences. 
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After Before Comparison 
Figure 4.1: Display of Box and Whisker Plots 
As seen in the graph above, the range of scores for the before and after samples 
are more closely grouped. The comparison group has the largest spread in Life 
Satisfaction Scores, with a single score way below average. Each group of scores is 
normally distributed. Therefore, a statistical analysis will continue with a paired /-test for 
the before and after groups, and a two sample /-test for the before to control, and control 
to after groups. Only the before to after is a paired /-test because these are the same 
individuals answering the survey twice. 
Looking at the statistics for the difference in Life Satisfaction Scores from before 
an individual was a peer counselor to after they had been a peer counselor shows the 
following table of results: 
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Table 4.2: Summary Statistics of Difference in Life Satisfaction Survey Scores 
Before to After Being a Senior Peer Counselor 
Measure Difference in LSS 
Mean 
.20 
Standard Deviation 
.23 
Minimum 
-.35 
Maximum ^ r?5 
The mean is positive, which indicates that Life Satisfaction has improved from 
the before to after experience of being a Senior Peer Counselor. In fact, all of the Life 
Satisfaction Scores improved except for two. It is not evident, however, whether the 
positive difference is large enough to be significant. The differences of scores is normally 
distributed so that the analysis can continue with a paired r-test for the before and after 
group, in order to discern significance. 
The results of the paired /-test for the before and after Life Satisfaction Scores are 
tabled below: 
Table 4.3: T-test, Paired Two Sample for Means 
After Befo 
Mean 3.12 2.91 
Variance 0.11 0.12 
Observations 36 36 
Pearson Correlation 0.76 
Hypothesized Mean Difference 0 
df 35 
t Stat 5.14 
P(T<=t) one-tail <.0001 
t Critical one-tail 1.69 
As tabled above, not only is there a difference in scores but, also, that difference 
is such that there was a significant increase in Life Satisfaction after being a peer 
counselor, i.e. the small p-value on the one-tailed test points to a significant increase in 
life satisfaction in the after group. 
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Next will be a comparison of the before to comparison group that will be analyzed 
with a two sample t-test, as these groups of data are not paired - California and 
Washington. The graphical display below doesn’t show an observable difference on first 
look. 
4.0 
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Figure 4.2: Display of Box and Whisker Plots, 
Before and Comparison Groups 
The table below shows the results of a two-sample /-test for the before and 
comparison groups. 
Table 4.4: Two-Sample Assuming Unequal Variances, 
Comparison and Before Groups 
Comparison Before 
Mean 2.97 2.91 
Variance 0.26 0.12 
Observations 36 36 
Hypothesized Mean 
Difference 0 
df 62 
t Stat 0.58 
P(T<=t) two-tail 0.57 
t Critical two-tail 2.00 
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The two sample /-test, above, shows no significant difference between Life 
Satisfaction mean scores of the control and the before groups. 
Next will be a comparison of the after to comparison group that will be analyzed with a 
two sample /-test, as these groups of data are also not paired - California and 
Washington. When shown as a graphical display there is no observable difference noted. 
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After Comparison 
Figure 4.3: Display of Box and Whisker Plots, After 
and Comparison Groups 
The results of the two-sample /-test for the control and after groups are tabled 
below: 
Table 4.5: Two-Sample, Comparison and After Groups, Assuming 
Unequal Variances 
Comparison After 
Mean 2.97 3.11 
Variance 0.26 0.11 
Observations 36 36 
Hypothesized Mean Difference 0 
df 60 
/ Stat 
-1.39 
(T<=t) two-tail 0.17 
/ Critical two-tail 2.00 
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As the above table indicates, the two sample Mest shows there is no difference in Life 
Satisfaction Scores from the after to the comparison group. 
In summary, the analysis showed that there was a statistically significant increase 
in Life Satisfaction Scores from before being a Senior Peer Counselor to after being a 
Senior Peer Counselor. When the comparison group was compared with both the before 
and after Senior Peer Counseling groups, the control scores appear to fall approximately 
in the middle of the before and after scores, neither analysis showing a significant 
difference in Life Satisfaction. 
Factor Analysis 
A factor analysis was performed to discern which questions out of the 20 were the 
most important for determining Life Satisfaction. This was done on all of the surveys 
taken together. Then the most important questions were analyzed to see if any groupings 
of questions affected the outcome. The results showed that, of the questions on the life 
satisfaction surveys, the following four factors adequately explained 84% of the 
difference in average life satisfaction score. 
When these questions are examined, it appears that: 
Factor 1, composed of questions #7 and #10 seems to speak to a quality of Optimism 
Toward Life. 
Question #7: “The things I do are as interesting to me now as they ever were” 
Question #10: “As I grow older, things seem better than I thought they would be” 
Factor 2, composed of questions #4 and #16 speaks to an amount of Pessimism Towards 
Life. However, for data analysis purposes, all questions were reordered to follow the 
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same direction. Thus, Factor #2, as it was analyzed, would better be a measure of: “Not 
as Pessimistic Towards Life”. 
Question #4: “This is the dreariest time of my life” 
Question #16: “When I look back over my life, I didn’t get most of the things I 
wanted” 
Factor 3, made up of questions #8, #9, and #19 appears to measure aspects of Self- 
Esteem and Zest Towards Life 
Question #8: I have made plans for things I’ll be doing a month or a year from 
now” 
Question #9: “Compared to other people my age, I make a good appearance” 
Question #19: “Compared to other people my age, I’ve not made a lot of foolish 
decisions in my life” 
Factor 4, which includes questions #13, #14, and #15 highlights elements of self- 
satisfaction with one’s life. 
Question #13: “As I look back on my life, I am fairly well satisfied” 
Question #14: “I would not change my past life even if I could” 
Question #15: “I’ve gotten pretty much what I expected out of life” 
When factor scores were computed for the before and after groups, the following 
differences were found. As can be seen in Table 4.6, Factor #1, “Optimism Towards 
Life” and Factor #2, “Not as Pessimistic Towards Life” accounted for most of the change 
among Senior Peer Counselors. 
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Table 4.6: Factor Score Differences 
Factor Difference (After - Before) 
1. Optimism Toward Life 
.40 
2. Not as Pessimistic Towards Life 
~A5 " -- 
3. Zest Towards Life 
.02 
4. Sell-Satisfaction with Life \03 - 
Interviews with the Directors 
Questions one through three focused on what the directors perceived that the 
benefits were for the counselors of receiving training, being supervised, and counseling 
peers. Question one asked about the benefits of the training for Senior Peer Counselors. 
The main theme was that the training provided a beginning intimacy and trust, as the 
counselors got to know each other, as well as fundamental skills and information. Dr. 
Samuels said, The training fosters a real connection. By the end of three months they 
know a lot about each other, they become very close.” Dr. Shydlowsky related, “The 
training experience provides new knowledge and skills. They receive group support and 
camaraderie as they learn about helping others.” She continued, “They are so excited to 
be learning, it’s changed their lives.” Dr. McKoen commented, “The group in and of 
itself provides a lot of support and inspiration for dealing with their own aging, their own 
personal growth, their own individual issues. It is so beneficial...they also learned a lot so 
it’s a knowledge-based group. They’re curious about themselves and the world.” Another 
theme and attribute of the training, agreed on by all three directors, was the learning of 
and increased capacity for empathy — the ability to put oneself in another’s shoes in an 
attempt to understand what life might be like for the client. 
Question two inquired about the benefits of being supervised in a group setting. 
The main theme here was that the supervision group was at least as personally beneficial 
as the work of counseling because of a sense of belonging and because of the personal 
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support that the counselors received for their life issues, feelings, and events. Dr. 
McKoen believes that the supervision time acts as its own support group of like-minded 
people who are interested in learning about themselves and others. Another reward was a 
renewed optimism about aging. Dr. McKoen shared this vignette, “One counselor entered 
the group with crippling rheumatoid arthritis, feeling embarrassed and depressed about 
her body. The group helped her. She began to accept her illness and eventually went back 
to doing community theatre, acting in plays and starring in a two-person show.” The 
group also provided support as one member’s wife died and another’s husband died. 
Dr. Shydlowsky believes there is sufficient safety in the supervision group such 
that the counselors reflection about their own lives can become an integral part of the 
work. She feels that this kind of personal exploration makes them better counselors. In 
her supervision group, the seniors get support for their personal feelings that get stirred 
up by what their clients are going through. They also share concerns about current 
community and world events. Dr. Samuels’ counselors also get support for their own 
losses and personal issues. She actively encourages a sense of belonging, “I foster, 
nourish, and nurture their connection with each other. They can’t keep giving if they 
don t get something back.” Outside of the group her seniors socialize, celebrate 
birthdays, and share potlucks. Some of them belong to their own external support group 
that was begun by beginning counselors. 
Question three addressed the benefits of being a peer counselor. The main theme 
here was that the work provides personal value and intention. Dr. McKoen related, 
“They’re a part of something bigger than themselves...they want to offer help to other 
seniors in similar situations...it gives them a sense of purpose and provides meaning.” 
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Drs. Shydlowsky and Samuels echoed the attributes of personal meaning and a worthy 
objective. Another beneficial theme of the work that was reported by the psychologists 
referred to the evolving personal growth they have seen in some of their counselors over 
time. Dr. Samuels offered her observations, “They (counselors) have become more open, 
less defensive, more empathic. The relationships with their families and children are 
better because of the skills they’ve worked on as counselors. One adult child of a 
counselor said, ‘Mom, you’re really listening!’ Another of my counselors had a lot of 
anger and defensiveness. She s mellowed out over time and become one of the most 
patient and empathic counselors in the group. The other counselors acknowledged her 
progress. She says counseling has saved her life.” Dr. McKoen said, “One counselor had 
a noticeable change. He became less rigid about his ideas and was able to listen more to 
others. He was more open. The counselors talked about his change in the group, with a 
lot of compassion and support.” 
Questions four through eight asked about program funding and location, clients, 
counselor training, director requirements, and recommendations. Question four asked the 
directors when they founded their group, where they get their funding, where the program 
is housed, if they charge their clients for counseling, and how they market their services. 
Dr. Schydlowsky founded her group in 1992. Initially, she charged the seniors for the 
training because no agencies in Santa Barbara would fund the program and there were no 
grants available. A retirement complex allowed them to use a two-bedroom apartment for 
the classes. Presently, the Senior Peer Counseling group is a private entity that survives 
on fundraising, private donations, and a speaker’s bureau open to the public for an 
admission fee. They do not charge for their services. Dr. McKoen replaced several 
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predecessors when she began directing her group in 1999. It operates under the auspices 
of Jewish Family Services in Ventura, CA. The agency provides institutional support, 
such as meeting spaces, marketing, training materials, messaging for referrals and 
inquiries, as well as a small stipend for the director. The counseling is provided free of 
charge or by donation. 
The Glendale, CA program began in 1985, with Dr. Samuels as director, and has 
been affiliated with Glendale Hospital since 1990. The hospital supplies meeting spaces, 
materials, and marketing, as well as salaries for the director and an assistant, who are 
hired as private contractors. The services are provided free-of-charge. The directors 
market their services through advertising in local newspapers, through articles 
highlighting program events, by posting flyers in local senior centers and group 
residential locations, and through word-of-mouth. The Glendale group has a mutually 
beneficial relationship with their host agency, Glendale Hospital, in regard to marketing. 
The Hospital advertises the Senior Peer Counseling services in its general literature and 
in a publication that reaches 9,000 to 10,000 people on a bi-monthly basis. Doctors 
within the hospital also post literature and refer their patients to the program. During a 
slow period when client intakes are limited, the group steps up its own public relations 
and marketing. With these marketing strategies in place, the Glendale group provides 
individual counseling and group support to approximately 45- 100 clients per week. 
Question five asked the directors about the history of their different training 
programs, including what manual was used, the frequency and length of the training 
sessions, and if a commitment was required of the counselors, post-training. Dr. 
Schydlowsky initially trained 17 counselors, in two classes, using Dr. Freeman’s training 
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manual that required 72 hours of instruction. Presently, she has adapted and streamlined 
the training to fit into a 60-hour format. She still charges a fee for the training but today’s 
counselors need scholarships to enable them to take the class due to the financial 
demands of living in Santa Barbara and the decrease in governmental and retirement 
benefits. She asks her trained seniors to make a one-year commitment as counselors. 
Dr. McKoen based her training on Evelyn Freeman’s manual with modifications 
and additions. She organized it into a 12 week, 36-hour course that met once per week. 
There was no charge for the training and a one-year commitment was required of 
graduates. 
Dr. Samuels schedules a free training approximately every two years. She accepts 
ten to fifteen people into her classes and expects them to complete 6 hours of instruction 
per week, over a 3-month period, using an adapted version of Dr. Freeman’s manual. The 
graduates are asked to make an initial one-year commitment of four to six hours per 
week, including the supervision group. Approximately 80% are able to fulfill the 
requirement. She still has three active counselors from her first training who have been 
working eight to ten hours per week for eighteen years. She also has four to five 
counselors from the second training who have been with her for sixteen years. The 
seniors that have been trained by the three directors include, among others, a former 
medical doctor, a retired librarian, a nurse, a past Wall Street advisor, two social workers, 
as well as a housewife, a waitress, and a hairdresser. One director stated that the most 
professional volunteers are sometimes challenging to train because they often have to 
modify their former education, particularly the desire to ‘fix’ people. 
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Question six asked about the background of the directors and whom they feel 
should be identified to lead Senior Peer Counseling programs. All three directors hold 
Ph.D.s in Psychology. Dr. Schydlowsky also earned a Master’s Degree in Social Work. 
The directors unanimously felt that Senior Peer Counseling programs should be headed 
by licensed professionals and practitioners in the fields of clinical psychology, clinical 
social work, or clinical counseling, with group process training. Dr. McKoen summed it 
up by stating that running the peer supervision groups is a clinical process. The director 
must facilitate members having trust in the group, promote the safety to be vulnerable 
when discussing their work with clients, assist with relational processes between 
counselors, encourage helpful responses rather than criticism, model and teach skills of 
listening and responding, instruct counselors how to see beneath the surface of a 
situation, and discuss how to hold a therapeutic space for others. Dr. McKoen feels that 
everything in the group process has relevance for their work with clients and she is 
careful to make those connections. She also provides exercises for self-awareness and an 
understanding of counter-transference (when the counselor has a strong emotional or 
visceral reaction to a client, that has to do with another relationship with which the 
counselor has or has had difficulty). 
The directors also agreed that, to a large extent, the Senior Peer Counseling 
Program is only as good as the director’s own energy, passion, and commitment. For 
example, after Dr. Shydlowsky retired in 1998, a succession of people directed two 
separate counseling groups. When both groups were in jeopardy of folding she came out 
of retirement to direct once again, in 2002. She finessed a merger of the two groups and 
the newly combined group now consists of twenty-two counselors who are thriving under 
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her leadership. Dr. McKoen believes that institutional support may provide the continuity 
and longevity to survive changes in directorship over time. 
Question seven inquired about other components to the programs besides the 
individual counseling and about the benefits of additional services. Dr. Schydlowsky’s 
program offers four senior support groups as an adjunct to or in place of individual 
counseling. Each group is co-led by two Senior Peer Counselors who are trained by the 
director in group process and facilitation. Dr. Schydlowsky also provides separate 
supervision and coaching to her group leaders. She says, “they (the counselors) love it 
and they’re amazing.” The groups provide a place for senior clients to connect with 
others, discuss common issues, or even just share their day and alleviate loneliness. 
Several of the counselors have reported that their individual clients are doing better 
overall since they’ve joined one of the support groups. There are more support groups 
beginning to form in Santa Barbara, but finding a place to host them is challenging. The 
Glendale Program also offers support groups and other activities in addition to the one- 
on-one counseling. The senior counselors lead a Caregivers Support Group, a 
Bereavement Support Group, a Coffee and Conversation Group, and a Chronic Pain 
Management Group that uses the Stanford University Method. Their latest addition of 
four years duration is the very successful “Express Yourself Through Writing” group. It 
is organized into seven-week segments and has had full classes and students who enroll 
more than once. All of these activities are sponsored by, advertised by, and take place at 
the Glendale Hospital, and are provided to the seniors at no cost. 
The directors offered vignettes as examples of the benefits of support groups. One 
director related the story of a senior, in her late seventies, who was relocated to 
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California. Her well-meaning children did everything “right” including putting her in a 
cottage on their grounds, with wonderful views. Nevertheless, the senior sat and cried 
every time her counselor made a visit, feeling guilty for acting like a spoiled child. The 
director made a home visit with the counselor and encouraged the family and the mother 
to consider a senior support group that meets once per week. The daughter agreed to 
transport her mother to the group meetings and in a very short time the mother’s 
depression diminished and her sense of humor re-emerged. Although the mother never 
sees these people outside of the support group, she considers them friends. She’s even 
talking about continuing her group ventures by attending church activities. It is notable 
that this woman has health issues, she is obese, has back problems, has had a stroke and a 
triple by-pass. However, her physical state has taken a back seat to her emotional 
fulfillment. Another support group consists of six members, all over ninety years old. The 
group is co-led by a ninety-seven year old counselor. This is more like a reminiscing 
group wherein the attendees all have a chance to tell stories of their past. While other 
people in the senior s lives have heard all of their tales or don’t have the patience or time 
to sit and listen, this group is an ideal venue for fulfilling this need in some aging seniors. 
Question eight queried the directors about their perceived need for Senior Peer 
Counseling services in the future. Dr. Shydlowsky projects an even greater need for 
Senior Peer Counseling with an explosion of seniors on the horizon. She said the referrals 
are getting younger and younger, even baby boomers, and there will not be enough 
services to meet their needs. Senior Peer Counseling is a very low-cost, highly effective 
way to do that. Dr. Samuels reiterated the future need for counseling due to the changing 
demographics and economics. With Community Mental Health Centers decreasing their 
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services due to lack of funding, peer counseling has much to offer in terms of the cost to 
the senior clients and the quality of supervised counseling. She feels that for the growing 
number of clients from the baby boomer generation there seems to be less of a stigma 
about the counseling relationship and about seeking help for personal issues. 
Question nine asked the counselors what recommendations they have for other 
Senior Peer Counseling programs. The directors believe that, ideally, the one-on-one 
counseling should be provided to both homebound seniors, as well as clients who are 
more mobile. With their training in group process and their observation of the benefits of 
the senior support groups, Drs. Schydlowsky and Samuels are convinced that all Senior 
Peer Counseling programs should include a group component. Providing appreciation 
meals and holiday parties help the counselors feel valued, as with any volunteer 
organization. All agreed on the advantages of institutional affiliation and support. Dr. 
Samuels would, ideally, like to see free-standing, financially viable facilities or centers 
that would house all components of the programs. She cited her program’s fragility in 
terms of the hospital’s own financial priorities and space requirements; e.g., she has had 
to move her offices every three years and her funding is never guaranteed. Dr. McKoen 
feels that an agency partnership that is not religiously affiliated would be less confusing 
to potential clients who may have misconceptions about who can receive services. All of 
the directors would like to see grants made available to provide physical sites for the 
programs as well as to provide the financial support to institute, enrich, and expand the 
training and services. 
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CHAPTER 5 
CONCLUSION 
This chapter begins with a general discussion section that is followed by an 
explanation of limitations to the present study. The next section addresses implications of 
the research and includes future research and practice. Finally, the chapter ends with 
recommendations based on the literature, the interviews with the three directors of Senior 
Peer Counseling programs, and the survey results of this study. 
Discussion 
The data indicate that Senior Peer Counselors showed an increase in Life 
Satisfaction from before they became peer counselors to after. There seemed to be no 
discernible difference in Life Satisfaction between the comparison group of seniors in the 
community and the “before” group responses of the Senior Peer Counselors, as well as 
between the comparison group of seniors and the “after” group responses of the Senior 
Peer Counselors. In fact, the comparison group of seniors’ scores appeared to fall 
approximately in the middle of the before and after scores of the counselors, neither 
analysis showing a significant difference in Life Satisfaction. 
I wondered whether income and current marital status might have an impact on 
Life Satisfaction. As reported in Chapter Three, the income levels of the Southern 
California urban/suburban peer counselors far exceeded the Eastern Washington 
rural/suburban comparison seniors, yet there was no discernible difference in Life 
Satisfaction. This finding conforms to George Valliant’s observation in his long-term 
study. He reported that ‘the playing field became level’ as his cohort groups aged, 
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regardless of income. In other words, those who started out from wealthy backgrounds or 
grew wealthier as they got into the work world were no more happy or successful at aging 
than those less well off. For example, Iris Joy “began, lived, and closed her life with an 
income below the poverty line. But of all of the 824 lifetimes in the Study of Adult 
Development, she provided perhaps the best model of positive aging— a perfect 15 out of 
15...Iris Joy was a “gardener” in the sense of being a great cultivator of her own life and 
the lives of many others” (Valliant, 2002, p. 314). 
Marital status also seemed to have little impact on the Life Satisfaction scores of 
the “before” Senior Counselor group when compared to the comparison group. Both 
groups were well represented across the different relationship statuses and the outcome 
showed no significant difference. Having been a professional also didn’t seem to change 
the outcome of scores regarding Life Satisfaction, for both groups. However, the survey 
did not provide a definition of “profession,” which left it up to the participants’ 
subjective opinion as to what comprised a profession. There are unknowns as to what the 
former professions of both groups were and whether that may have been a factor in a 
senior choosing to be a counselor, which may be more aligned with certain professions or 
the definition of professional work. 
A greater percentage of the comparison group reported that they are presently 
doing other kinds of volunteer work — and a greater percentage have had more volunteer 
experience in the past — than the senior peer counselors. Yet both the comparison group 
and the senior counselors scored essentially the same life satisfaction. It is unclear if the 
comparison group would have shown a shift to greater life satisfaction if surveyed in the 
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same manner as the counselors, with retrospective before and after scores, or if Senior 
Peer Counseling produces greater life satisfaction than other volunteering experiences. 
Finally, the health factor was not a part of the survey and it would be interesting to 
examine whether the peer counselors or the comparison group were healthier or less 
healthy, from both objective diagnostic status and subjective reporting, or if the scores 
would show the same outcomes regardless of health status. 
Limitations to the Present Study 
This study had several methodological limitations. It was based on a relatively 
small sample. Further studies should be conducted to assess the benefits of being a Senior 
Peer Counselor for a larger sample of senior counselors and compared to a larger 
comparison group of community-dwelling seniors. Additionally, the Senior Peer 
Counselors were selected from four groups residing in Southern California while the 
comparison seniors were chosen from a sample in Eastern Washington State. Recruiting 
the samples from two distinct locations may have affected the outcome of Life 
Satisfaction scores. Future research should compare cohort groups living in the same 
locations. 
Another limitation to the study is that the counselors were asked to answer the 
Life Satisfaction survey twice, the first time retrospectively, before they became 
counselors. This means that the outcome may have been affected by the counselors’ 
memory of how they felt in the past. Additional research should employ a longitudinal 
study by surveying groups of prospective counselors prior to the onset of training for the 
‘before’ scores, and then retested over time for the ‘after’ scores. A further consideration 
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is, unavoidably, a part of a self-report instrument, which is that some respondents will 
answer the survey in a way that they perceive will make them appear more favorably as 
well as to please the researcher (Johnson, B., & Christensen, L., 2000.) 
Implications 
Future Research 
One area that future research might attempt to address is whether certain types of 
people are attracted to Senior Peer Counseling, i.e., is it a self-selecting process? From the 
interviews with the directors we know that the three groups of counselors include the 
following retirees: a nurse, a librarian, a waitress, a hairdresser, a medical doctor, two 
social workers, and a Wall Street advisor. Looking at these former positions, they could 
all be typified as helping professions and service oriented employment requiring intense 
contact with other people. As to other aspects of self-selection, one of the directors 
related that her counselors are interested in learning about themselves and others in their 
commitment to service and community. Another director feels that those interested in 
Senior Peer Counseling “love to learn, to continue their adult education, to explore 
personal growth.” Dr. Shydlowsy believes that counselors have done their share of 
charity work and volunteer service and are looking for a new experience. All three 
directors indicated that older adults drawn to Senior Peer Counseling are looking for the 
new knowledge, skills, and personal exploration that Senior Peer Counseling provides 
more than other kinds of volunteer work. 
Another area to explore would be if the training itself serves to increase life 
satisfaction. The study by Garcia et al. (1997) - “A Senior Peer Counseling Program: 
66 
Evaluation of Training and Benefits to Counselors” — showed that the counselors 
benefited markedly from the training, as indicated by pre- and post-test results of the 
Beck Depression Inventory. The present study’s results showed that the number of 
years as a peer counselor made little difference in the shift to greater life satisfaction 
scores. It would be worthwhile to repeat this study with the Garcia et al. model of pre¬ 
training and post-training tests using the Life Satisfaction Inventory instead of the Beck 
Depression Inventory. The focus would change from “less sad” to “more content.” As an 
addition to this study or as an adjunct study, one could then go on to look at repeating the 
Life Satisfaction Inventory with the same group of seniors, after having participated in 
the Senior Peer Counseling supervision groups for a determinate amount of time. At this 
point, it might be useful to add in a qualitative component to supplement the surveys, in 
the form of a structured, open-ended questionnaire for the counselors. 
Concerning another area of well-being, feeling physically healthy and being 
physically healthy, further research could consider whether Senior Peer Counselors report 
feeling physically healthier, post-training, as well as after participation in supervision 
groups. This study could use a survey with ratings for objective diagnosed illnesses and 
injuries, present level of pain, and subjective experience of health. It would be useful to 
take measures of these kinds of issues before and after the training as well as at the onset 
of group supervision, and again after a determinate amount of group supervision 
experience. 
Another question to study is if there is something unique about Senior Peer 
Counseling, as opposed to other kinds of volunteering, that promotes higher life 
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satisfaction. In this study, a greater percentage of the comparison seniors are presently 
doing other kinds of volunteer work, and have had more previous volunteer experience 
than the senior peer counselors. It would be useful to study groups of volunteers in the 
same towns or cities that are involved in specific kinds of volunteer services to see if they 
have similar or different levels of life satisfaction, when compared to Senior Peer 
Counselors. For example, the volunteers could be grouped according to experiences 
oriented toward interpersonal work, data entry or other computer work, serving food to 
the homeless, transporting other seniors, etc. to see if there are certain elements that are 
connected to greater life satisfaction. I would also add an element to control for years of 
experience in a particular venue of volunteer work. It might also be useful to ask Senior 
Peer Counselors who are concurrently doing other kinds of volunteer work to compare 
their levels of personal benefit from each activity. 
Practice 
We are experiencing the “graying of America” that will continue well into the 
twenty-first century. By the year 2050, the sum total of elderly will outnumber all other 
age groups. This particular age distribution is unprecedented in our history. It can be seen 
as a crisis or planned for as a reality. The challenges that come with aging do not have to 
be seen as unreasonable, foreboding, or impossible to address. Modem medicine has done 
a good job of promoting longevity by managing chronic illness and multiple diagnoses in 
the elderly. It is up to society to share in the responsibility for our elderly so that the 
sheer numbers do not become a burden to the medical system. 
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In addition, mental health agencies that might otherwise provide for an aging 
population are feeling the pinch of decreased funding and thus limits to services, as Dr. 
Samuels related in her interview. Yet, most of our elders are living independently within 
their communities and are able to perform the necessary tasks of daily living. We can 
promote this independence by caring for elders’ emotional needs, which will, in turn, have 
a positive impact on their physical health. As has been shown in this study, one way to 
do that is through Senior Peer Counseling. By training seniors to counsel other seniors on 
the issues and challenges that come with aging, there is an opportunity to promote greater 
life satisfaction for the counselors as well as increased well-being for the individuals 
whom they counsel. Talking with others who are trained to listen has been shown to be 
so effective as to be considered an adjunct healing modality, for both parties involved. 
Furthermore, because it poses complex cognitive challenges, Senior Peer 
Counseling provides many of the elements that strengthen the aging brain. By 
commanding a knowledge base, by stimulating intellectual curiosity and creativity, by 
requiring on-going client evaluation and problem solving, Senior Peer Counseling keeps the 
maturing brain growing and performing. Just as significant, Senior Peer Counseling assists 
and allows for ego development, which continues throughout the life cycle when given a 
favorable environment. For example, it permits the expression of George Valliant’s latter 
three of six life-tasks on the continuum of adult development, as described in Chapter II. 
These latter tasks include, “generality,” “keeper of the meaning,” and “integrity.” These 
stages begin when the individual’s ego has evolved throughout the first three tasks and has 
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coalesced to the point where it is time to give back to the community in a meaningful 
way. 
Clients may also benefit in regard to personal growth, through Senior Peer 
Counseling. Aging adults share a common experience of loss, e.g., through the aging 
body s restricted abilities, the loss of family and friends through death, the giving up of 
familiar living environments to be nearer family, or by a move into an assisted living 
facility. Seniors that accommodate best to these changing circumstances are those who 
allow themselves to mourn, form new relationships to replace old ones, join new activities 
to keep growing, and socialize to reduce isolation. A peer counselor can help a senior cope 
with and adjust to these losses by providing emotional support and encouraging a broader 
base of activity, such as described above. In some cases, this goes hand-in-hand with the 
formation of a new sense of identity — as the losses are mourned and integrated, the elder 
is able to reach out and make more social connections, and the self is expanded and 
enhanced. 
Current research on older adult’s learning styles suggests that most will excel given 
increased time to learn and perform. Within the Senior Peer Counseling training and 
practice modality, there is no need to rush, to achieve, or to keep up, as there might be in 
other educational settings. It is a domain where seniors can feel comfortable with who 
they are at the present moment in time. It can also be a place where, together, the older 
counselor and client can share a sense of their “crystallized intelligence,” that manner of 
thinking that involves moral values, wisdom, and contextual meaning. They can look to 
70 
the other and see themselves - someone who understands their pace, their style of 
thinking, and the struggles intrinsic to their age and time. 
Senior Peer Counseling can contribute to a feeling of control over one’s 
environment and the decisions that affect one’s life, called “self-efficacy,” which yields a 
subjective experience of well-being. It can also go far in elevating levels of mastery and 
self-esteem, both of which contribute to feelings of satisfaction. Finally, Senior Peer 
Counseling can provide and nurture elements of emotional, intellectual, and physical well¬ 
being for both the counselor and those who are counseled. The growing senior population 
remains a valuable and untapped resource that can be utilized to provide important 
services to their own age group on a volunteer basis. As a society, we can take better care 
of our seniors by supporting them in caring for each other. 
Recommendations 
The first recommendation derives from the interviews with the directors of Senior 
Peer Counseling Programs and the literature on volunteering. All three directors elucidated 
the benefits that Senior Peer Counseling offered to the counselors in the following areas: 
education, skill building, interrelationships, camaraderie, self-esteem, and personal growth. 
The literature provided study outcomes for the volunteers that included self-efficacy, 
physical health, and ego-development. In addition, according to George Valliant’s schema, 
Senior Peer Counseling could potentially provide an outlet for altruism and later-life 
generativity, both essential components on his continuum of older adult development. 
Thus, my first recommendation is that an under-utilized older population that is seeking 
meaningful ways to spend their later years be recruited to volunteer in Senior Peer 
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Counseling programs. They can be recruited through advertising in local newspapers, by 
posting flyers in locations frequented by seniors, by enlistment at other volunteer 
activities, through classes and groups attended by seniors, and by word-of-mouth. 
Based on the outcome of this study, that Senior Peer Counselors experienced a 
shift to greater life satisfaction, my second recommendation is that planners consider 
developing SemorPeer Counseling programs and centers across the United States. These 
programs should be located in nearly every community and be easily accessible by public 
transportation. Furthermore, the review of the literature and the interviews with the 
directors indicate that providing counseling and receiving counseling has a dual benefit for 
both groups, psychologically, and that this would potentially decrease the strain on the 
current mental health infrastructure, as elders seek and fulfill these needs through Senior 
Peer Counseling programs. 
In addition, University of Michigan Health System family physician Lee Green 
has called the impact of the boomer generation’s aging on the health care system “an age 
quake because, medically, it is the equivalent of a massive earthquake. The demands on 
the (health care) system are enormous and growing” (SeniorJoumal.com, 2005). As shown 
in the literature and the director interviews, the benefits of Senior Peer Counseling include 
feelings of physical well-being for both the counselor and counselee. This effect of the 
counseling relationship on participants’ physical health can potentially serve to reduce 
the mounting burden on physicians and medical facilities. By entering into a one-on-one 
healing relationship, seniors report feeling better about themselves and their ability to 
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cope in the world. Senior Peer Counseling is, therefore, one prospective solution for 
keeping an escalating aging population healthy, vital, and independent. 
My third recommendation addresses both where these programs should be 
physically housed and the importance of continuity of funding. In my interviews with the 
three directors of Senior Peer Counseling programs they emphasize that stability and 
continuity of these programs is crucial for their continued success. Unfortunately, even 
programs housed in hospital settings can suffer from an inferior status in the hospital’s 
priority hierarchy for the physical plant. Therefore, I would recommend that for 
purposes of continuity and stability of funding, Senior Peer Counseling programs should 
have offices and meeting spaces that are permanent. They could be housed in 
free-standing clinics or programs, in senior centers, in retirement communities, in local 
colleges and college extension buildings, in local libraries, and in hospitals and clinical 
settings that allot them a priority status. If a program is housed in a hospital, then 
referrals should come from clinics that are affiliated with the hospital. Discharge planning 
for in-patients should also include the option of Senior Peer Counseling. 
Senior Peer Counseling programs must have a source of funding that is guaranteed 
so that the program can continue to function from year to year. Since the senior 
counselors are volunteers, the funding should be used for space, supplies, advertising, 
director s salary, mileage, and marketing. The program could be funded through private, 
state, or federal grants related to aging, education, or health. Programs could also be 
funded under federal and state departments of government, such as The Department of 
Education or The Department of Health and Human Resources. The federal agencies 
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could also allocate money to be managed on the state level. A national survey could be 
done that would study the demographics of where the greatest number of seniors reside 
and those areas could be earmarked for greater funding. 
My fourth recommendation involves the components that I feel are essential for a 
State-of-the-Art Senior Peer Counseling program that goes beyond one-on-one counseling. 
It draws upon my interviews with the three directors and takes as a prototype, the 
Glendale Senior Peer Counseling Program. Ideally, a Senior Peer Counseling program 
should include a full range of counseling services as well as a fully developed group 
activity component. The counseling component should include individual one-on-one 
counseling, group counseling, and issue-oriented support groups such as cancer support, 
chronic illness, bereavement, etc., and include counseling and outreach for both the 
homebound and ambulatory client populations. The group activity component would 
include a variety of different activities, such as a book discussion group, a memoir-writing 
group, a coffee and conversation group, a current events group, a healthy aging group, a 
social bridge group, and other educational and socially oriented activities. 
Training a group of senior peer counselors in both individual counseling and group 
facilitation techniques would ensure that not only the counseling component but also the 
group activities component of these programs would be led by counselors who are highly 
trained and experienced in group facilitation. This would create a natural interplay 
between the activities and the counseling components. In other words, participants in a 
memoir-writing group who appear in need of support services could be referred, by the 
trained peer facilitator, to either individual or group counseling. Conversely, a senior 
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identified through individual counseling as in need of more social support might be 
encouraged to attend a coffee and conversation activity, or a senior in need of more 
intellectual stimulation could be appropriately referred to an educational group, also led 
by trained peer facilitators. In addition, the group activities could serve as an ideal 
recruiting vehicle for those seniors interested in becoming trained peer facilitators. 
Questionnaires could be given out to assess interest, and information sessions could be 
held. Or an individual who shows aptitude in the group setting could be asked by a 
trained peer facilitator to consider becoming a Senior Peer Counselor. 
My fifth recommendation addresses the issue of who should supervise these 
programs. Based upon my interviews with the three program directors and supervisors, 
all of whom held PhD’s in clinical psychology, I would recommend that directors of 
Senior Peer Counseling programs should be licensed professionals and practitioners in the 
fields of clinical psychology, clinical social work, or clinical counseling, with group 
process training. Ideally, a Senior Peer Counseling director should have a variety of 
clinical skills and solid training. The director must build member trust in the group, 
promote the safety to be vulnerable when discussing their work with clients, assist with 
relational processes between counselors, encourage helpful responses rather than 
criticism, model and teach skills of listening and responding, instruct counselors how to 
see beneath the surface of a situation; and discuss how to create and maintain a 
therapeutic space for others. The training should be based on updated manuals and the 
latest materials on senior peer counseling, as they become available, as well as on research 
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provided via publications, conferences, and web sites. There should also be ongoing in- 
service training and education within the peer supervision groups. 
As baby boomers start to retire, the up-and-coming senior population will have 
easy access to and be fairly well versed in the Internet, in ways that previous generations 
have not. Therefore, my sixth recommendation involves the creation of a national web site 
that would serve as a clearing-house for information that would be available to everyone - 
urban, suburban and rural dwelling seniors, senior centers, directors, supervisors, 
educators, etc. It could have an overview of Senior Peer Counseling, information on 
programming, posting of director’s positions, dates and places of trainings, and local state 
contacts with phone and email. Each state could have a subsection and a link to its own 
web site where relevant information could be posted as well as referrals to local programs. 
There could also be links to applicable sites for educational purposes and relevant chat 
rooms. 
Finally, in addition to a web-based clearing-house to get the word out about Senior 
Peer Counseling, application to a grant foundation could be made in order to launch 
promotional activities such as an article in the AARP Bulletin or an expose in Parade 
Magazine. 
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APPENDIX A 
CONSENT FOR VOLUNTARY PARTICIPATION 
I volunteer to participate in this study and understand that: 
1. The primary purpose of this research is to ascertain the benefits of 
being a senior peer counselor. The results of this study may be used to 
support recommendations of more widespread recruitment and 
training of senior peer counselors. 
2. I will fill out a survey questionnaire that may ask a number of 
personal questions about my feelings and experiences. 
3. My name will not be used, nor will I be identified personally in any 
way or at any time. Any reports of results will look at group data only. 
4. I am free to participate without prejudice. I may withdraw from part 
or all of this study at any time. 
Participant’s Signature Date 
Researcher’s Signature Date 
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APPENDIX B 
LIFE SATISFACTION INDEX 
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APPENDIX C 
INTERVIEW WITH DIRECTORS REGARDING SENIOR PEER 
COUNSELING PROGRAMS 
1. Do you view the training as providing benefits to the counselors? If yes, how so? 
2. Do you see the experience of group supervision as benefiting the counselors? If yes 
how so? 
3. Do you perceive that the experience of being a peer counselor benefits the seniors? If 
yes, how so? 
4. How is your Senior Peer Counseling Program funded? 
a. When was the program founded? 
b. Where is the program physically located? 
c. Do you charge for your services? 
d. How do you market your services? 
5. Tell me about your training program. 
a. What manual do you use? 
b. How long is the training? 
c. Is there a required commitment after training? 
6. Are there other components to your program besides the individual counseling? What 
are the benefits of additional services? 
7. Who should be identified as Directors of Senior Peer Counseling programs? Why? 
8. How do you view the need for Senior Peer Counseling services in the future? 
9. What recommendations do you have for other programs? 
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